Pp 


p 


Volume 29 - Number 6 


JUNE - 1961 


Postgraduate 
Medicine 


OFFICIAL JOURNAL OF THE INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION 


TABLE of CONTENTS 





Use of Newer Drugs in Relation to vsiniiniitiiesd 


IRVING H. LEOPOLD, M.D. ....... 957 
PSYCHOSOMATIC MEDICINE—SPECIAL SERIES 

The Accident Repeater: Psychiatric and Statistical Considerations 
ALAN A. MCLEAN, M.D. AND RUSSELL DE REAMER, B.S. 563 
NUTRITION IN CLINICAL MEDICINE 

Practical Dietary Control of Serum Cholesterol in 

Free-Living American Men Aged 50 to 59 
NORMAN JOLLIFFE, M.D. AND SEYMOUR H. RINZLER, M.D. 569 


EMERGENCY SURGERY FOR GENERAL PHYSICIANS, PART 3 


Pitfalls in Anesthesia for Emergency Pediatric Surgery 
JOSEPH J. BUCKLEY, M.D. .... ; ae 


Acute Arterial Injuries 
OSCAR CREECH, JR., M.D. cae suede au ac 581 


Some Problems of Thermal Injury 
STANLEY M. LEVENSON, M.D. ..... : ' 592 


Management of Tetanus 
ARTHUR J. OSWALD, M.D. ................. na eases 08 


SCIENTIFIC EXHIBIT 


Deep Venous Thrombosis 
JAMES A. DEWEESE, M.D., STANLEY M. ROGOFF, M.D., 
CLAY E. PHILLIPS, JR., M.D. AND WALTER J. PORIES, M.D. 613 


(Continued on page A-4) 














Postgraduate Medicine is published monthly at Minneapolis, Minn., by IPMA Publishing Co., G. Victor Lowrie, executive vice-president; 
William H. Hull, professional relations manager; Muriel D. Ries, circulation manager; Fred Couzens, Eastern manager, 420 Lexington Ave., New 
York 17, N.Y., telephone Murray Hill 4-7752; Arthur G. Sullivan, Jr., Central-West manager, 203 North Cedar Street, Horicon, Wis., telephone 
Hunter 5-2003. Advertising representatives: McDonald-Thompson, 1008 Western Ave., Seattle 1, Wash.; 625 Market St., San Francisco 5, Calif.: 
3727 W. 6th St., Los Angeles 5, Calif.; 2727 Oak Lane Ave., Dallas 19, Tex.; 3217 Montrose Blvd., Houston 6, Tex.; 620 Sherman St., Denver 3, 
Colo. Publication date: 10th of the month. Subscription rate $10.00 a year in the United States and Canada; $12.00 in foreign countries. Two vol- 
umes a year. Address all editorial and business correspondence to Postgraduate Medicine, Essex Building, Minneapolis 3, Minn., telephone Fed- 
eral 9-8836. © 1961 by IPMA Publishing Co. Title Reg. U. S. Pat. Off. Second-class postage paid at Minneapolis, Minnesota and at additional 
mailing offices. Printed in U.S.A. 





TABLE OF CONTENTS—Continued 











CLINICAL STUDY 


Evaluation of Librium® as a Preanesthetic Medication 


CARL A. COPPOLINO, M.D. AND GEORGE WALLACE, M.D. 619 
CLINICOPATHOLOGIC CONFERENCE 
Case Report 
FROM THE VETERANS ADMINISTRATION HOSPITAL, HINES, ILLINOIS 622 
SELF-HELP DEVICES 
Homemaking: Kitchen Area; Safety Measures 
EDWARD W. LOWMAN, M.D. AND HOWARD A. RUSK, M.D. 628 
DEPARTMENTS 
EDITORIALS 630 
Proprietary Nursing Homes 
Easy Money 
Problems of Maternity 
INDEX TO VOLUME 29 633 
MEETINGS AND POSTGRADUATE COURSES A-6, 580 
FORTHCOMING FEATURES A-9 
YOUR QUESTIONS ANSWERED A-16 
Thio-TEPA 
The Executive Examination 
Nocturnal Erection 
Leukemia and Primary Polycythemia 
Dietary Fluorides 
Aphasia and Apraxia 
WHAT'S HAPPENING IN MEDICINE Facing A-32 
LABORATORY NOTES A-38 
An Enzymatic Defect in Drug-Sensitive Hemolytic Anemia 
ELLIS S. BENSON, M.D. 
RADIOLOGY FOR PRACTICING PHYSICIANS A-51 


Radiology in Free China 
PAUL C. HODGES, M.D. 


(Continued on page A-6) 

















im aller g ies For smooth, 


yntinuous control of allergic symptoms—relief in minutes for hours, with 
rtually no side-effects. And there is a dosage form for every allergic patient. 


-ulyules® « Suspension + Pediatric Pulvules eg® 
Co-Pyronil 


(pyrrobutamine compound, Lilly) 


itty 


QUALITY / sestance /imrecerry 





0 Na 
"a 29 
BF = _— 








June 1961 








TABLE OF CONTENTS—Continued 





FORENSIC MEDICINE 
Identification of Persons 
SAMUEL R. GERBER, M.D., LL.B. 

MEDICINE FROM ABROAD 


NEW FOR YOUR ARMAMENTARIUM 


YOUR FINANCES 


Financial Planning for the Medical Practitioner 


THE MEDICAL BOOKMAN 


THE MEDICAL MUSE. Richard Armour 


GREAT NAMES IN AMERICAN MEDICAL HISTORY 


Crawford Williamson Long, M.D., Georgia 


DR. PEPYS’ PAGES. Morris Fishbein, M.D. 


INDEX TO TECHNICAL EXHIBITS 





ME El Gere Postgraduate Courses 


AMERICAN INSTITUTE OF BroLocicaL Sciences, LaFay- 
ETTE, INDIANA: The annual joint meeting of biological 
societies will be held at Purdue University, August 27- 
September 1. For further information, write to: Harold 
F. Osborne, Director, Biology News Bureau, American 
Institute of Biological Sciences, 2000 P St., N. W., Wash- 
ington 6, D.C. 
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© THIO-TEPA 


Several inquiries have been received recently 
regarding the use of thio-TEPA or TSPA in the 
treatment of cancer. For comprehensive informa- 
tion on the use of these agents, it is suggested 
that inquiries be directed to the Cancer Chemo- 
therapy National Service Center at the National 
Cancer Institute, Bethesda, Maryland. The Center 
maintains a file of bibliographic information on 
the subject of chemotherapeutic agents and can 
furnish the most current information in this field. 


® THE EXECUTIVE EXAMINATION 


Q. What routine laboratory tests and x-ray 
studies are recommended for routine periodic 
examinations of company executives more than 
40 years of age? Should gallbladder visualiza- 
tion, gastrointestinal x-rays, barium enema stud- 
ies or proctoscopy be performed even though 
symptoms are minimal or nonexistent? 


M.D.—California 


A. There is a divergence of opinion among in- 
ternists as to whether roentgenographic studies 
of the gastrointestinal tract should be done as 
part of an annual routine checkup. Generally 
speaking, in the absence of pertinent symptoms, 
such procedures are unnecessary and undesirable. 
However, most physicians agree that proctoscopy 
should be included in the general examination. 
If rectal polyps are discovered, a roentgenogram 
of the colon should then be made. 

Many companies request that additional gas- 
trointestinal studies be made in periodic exami- 
nations; however, as a rule, such requests are 
stimulated by the finding of an unsuspected ma- 
lignant process or some occult illness among per- 





westlons answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


sonnel of the company which is concerned. 

It is preferable to allow the examining physi- 
cian great latitude in his judgment of the in- 
dications for gastrointestinal or other studies 
during the course of an annual routine health 
examination. The best medical care is afforded 
when laboratory and roentgenographic studies 
are selected on the basis of the indications from 
a carefully taken history and a carefully con- 
ducted physical examination. 


® NOCTURNAL ERECTION 


Q. A 45 year old man is awakened two to three 
hours after falling asleep at night by an erection 
which is unrelated to sexual intercourse and is 
accompanied by a desire to urinate. The patient 
is unable to sleep following this occurrence. 

Urologic investigation revealed minimal pros- 
tatic hypertrophy but treatment with massage did 
not alleviate the condition. 

What is the cause of this condition and what 
treatment would you suggest? 


M.D.—California 


A. The cause of these nocturnal erections can- 
not be determined without more data regarding 
this man’s sexual habits during adolescence and 
before and during marriage and his present en- 
tertainment, social contacts, etc. Neuropsychi- 
atric consultation is advisable. 

If the condition is not controlled by psychi- 
atric treatment, 1 gr. of stilbestrol and a mild 
tranquilizer taken at bedtime may be effective. 
The patient should be informed that the estrogen 
may reduce sexual desire while it is being used 
and that the dosage may have to be increased to 
produce the desired effect. 


(Continued on page A-18) 
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Your Questions Answered 


® LEUKEMIA AND PRIMARY POLYCYTHEMIA 


Q. Should the level of alkaline phosphatase be 
considered in the differential diagnosis of leu- 
kemia and primary polycythemia? 


M.D.—Ohio 


A. The alkaline phosphatase content in the 
leukocytes often is low in the presence of chronic 
myelocytic leukemia, while it may be elevated 
in some cases of primary polycythemia, particu- 
larly when leukocytosis also exists. The content 
also may be increased in the presence of myeloid 
metaplasia, although it varies considerably in 
this condition. In a variety of other hematologic 
diseases, low values for alkaline phosphatase 
have been observed. In the presence of pyogenic 
infections the values may be high. 

Determination of the content of alkaline phos- 
phatase in the leukocytes is an interesting and 
suggestive adjunct to the differential diagnosis 
of chronic myelocytic leukemia and primary 
polycythemia, but it is not exclusively definitive. 

A good discussion of this problem can be 
found in the report of K. R. Tanaka, W. N. Valen- 
tine and R. E. Fredricks, which deals with dis- 
eases associated with low leukocyte alkaline 
phosphatase. (New England J. Med. 262:912- 
918 [May 5] 1960.) 


@ DIETARY FLUORIDES 


Q. If fluoridation of the general water supply 
is unfeasible, what is the best method of admin- 
istering fluorides to children of elementary school 
age? What is the proper dosage, and how are 
fluorides best prepared for a large group? 
M.D.—Tanganyika 


A. Although the fluoridation of water supplies 
has proved valuable, there is less evidence con- 
cerning the value of sodium fluoride as a dietary 
supplement. It may be assumed a priori, how- 
ever, that such supplementation is beneficial to 
persons living in localities where community 
- fluoridation programs are not available. 

The Council on Dental Therapeutics of the 
American Dental Association has recommended 
supplementing the diet with fluorides under pro- 
fessional supervision. For dietary supplementa- 
tion the suggested method is to administer 2.2 
mg. tablets of sodium fluoride to children on the 
following bases: (1) If the child is less than two 


years old, add 1 fluoride tablet to each quart of 
water used for drinking and for preparing formu- 
las and other foods. (2) If the child is two to 
three years old, give 1 fluoride tablet on alter- 
nate days in a glass of fruit juice or drinking 
water. (3) If the child is more than three years 
old, administer 1 tablet daily in a glass of fruit 
juice or drinking water. 

If it is more convenient, 0.132 gm. of sodium 
fluoride may be added to 240 gm. of distilled 
water, and 1 teaspoonful may be used on the 
same bases as the 2.2 mg. tablets. These quan- 
tities are to be given when the natural water 
supply is devoid of fluoride. The amount of 
fluoride may be adjusted downward by 10 per 
cent for each 0.1 part per million of fluoride ion 
in the water supply. For further details, see the 
report of the Council on Dental Therapeutics of 
the American Dental Association on prescribing 
supplements of dietary fluorides (J. Am. Dent. 
A. 56:589-591 [April] 1958). 


© APHASIA AND APRAXIA 


Q. The parents of a three year old boy are con- 
cerned about his mental development. The child’s 
weight and height are normal for his age, and 
there is no evidence of cranial nerve dysfunction 
or of pyramidal, extrapyramidal or cerebellar 
disturbance. The only positive findings are in- 
ability to enunciate and understand words 
(aphasia) and to execute simple commands 
(apraxia). 

The child’s past history is significant. At 18 
months of age, when his speech, comprehension 
and motor coordination were normal, he had 
meningo-encephalitis of undetermined cause. 

Can this child benefit from speech therapy? 
If so, what centers offer this training? 

M.D.—Jamaica 


A. Inability to enunciate and understand words 
and to execute simple commands suggests serious 
focal brain damage. This is probably the result 
of the meningo-encephalitis. The possibility of 
partial or total deafness also should be con- 
sidered, since a deaf child might present the 
symptoms described. 

The value of speech therapy in this case would 
depend on the definitive diagnosis, which is the 
most compelling need at the moment. Any major 
university medical center usually provides facil- 
ities for speech therapy. 
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What’s happening in Medicine 





POSTGRADUATE MEDICINE’S REPORT of late news of interest to practicing physicians 


X-RAY EXAMINATION DURING PREGNANCY 


American College of Obstetricians and Gynecologists, Miami Beach: 

@ More lives probably could be saved by appropriate x-ray examination 
during pregnancy than are likely to be lost or even affected by irradiation 
to the unborn baby. Statistics on mothers who died in childbirth, babies who 
were stillborn, and infants who died shortly after birth show that the hazards 
would be greatly reduced by appropriate x-ray examinations during pregnancy 
to diagnose difficult problems. Such examinations should be conducted as late 
in pregnancy as possible, and the need for them definitely established—Dr. 
Ruth Quimby, Columbia University College of Physicians and Surgeons, New 
York. 

@® Planning produced 45 per cent more live babies than earlier unplanned 
pregnancies among the same group of 77 women. The group had previously 
lost 52 per cent of unplanned babies. Through planned therapy, the proportion 
of live births rose from 48 per cent to 69.7 per cent——Dr. A. F. Goldfarb, 
Philadelphia. 


CORTICOSTEROIDS IN CHILDREN 


American Academy of Pediatrics, Washington, D. C.: 

® Although varying degrees of growth arrest may be seen in children re- 
ceiving corticosteroids, growth spurts occur following discontinuation of therapy. 
Low-dosage corticosteroid therapy is compatible with relatively good growth 
rates. Indiscriminate discontinuation of therapy may endanger life by causing 
1 full-blown toxic crisis. For this reason, parents must be made to understand 
that a child receiving corticosteroids must take the drugs regularly and on 
schedule. A break in the schedule may be courting disaster—Dr. Thomas A. 
Good, University of Maryland School of Medicine and College of Physicians 
and Surgeons, Baltimore. 

@ Less than a tablespoonful of salt will severely poison even a healthy 
infant. While not a common occurrence, severe poisoning by common table salt 
may lead to severe brain damage or even death.—Dr. Laurence Finberg, Johns 
Hopkins University School of Medicine, Baltimore. 

@ Subtle neurologic deficits, not detectable by the usual neurologic examina- 
tion even when properly performed, may be etiologically related to certain 
behavior disorders, language problems, and learning disabilities in children of 
normal intelligence. Psychologic testing may yield positive evidence of organic 
dysfunction, although results of the classic neurologic examination are negative. 

-Dr. Raymond L. Clemmens, University of Maryland School of Medicine and 
College of Physicians and Surgeons, Baltimore. 





What's Happening in Medicine 


HOME VISITS IN ALLERGY CASES 
American College of Allergists, Dallas: 

® Treatment of the family as well as of the patient is entailed in success- 
ful allergy therapy. The home visit gives the physician a chance to explain 
fully the need for environmental precautions. Important sources of difficulty 
which the patient forgot to mention during office consultation are often dis- 
covered.—Dr. Joseph R. Wiseman, Syracuse. 

@ Allergic patients may have gastrointestinal symptoms simulating gall- 
bladder disease, ulcer or appendicitis. Inhalants, antibiotics and various foods 
may be at fault—Dr. Orval R. Withers, University of Kansas Medical Center, 
Kansas City. 


DIETS AND SERUM LIPID LEVELS 


Federation of American Societies for Experimental Biology, Atlantic City: 

@® Serum lipid levels were compared in four age-matched dietary groups. 
Korean soldiers given a 3600 calorie diet with 15 per cent fat content (12 
per cent vegetable fat) had significantly lower levels than United States soldiers 
given a 4500 calorie diet with a 42 per cent fat content (29 per cent animal 
fat). Korean Buddhist priests on a strict vegetarian diet of 2600 calories (7 per 
cent vegetable fat) had slightly lower serum lipid levels than the Korean soldiers. 
—Dr. K. T. Lee, Albany Medical College of Union University, Albany, N. Y. 

@ Desoxyribonucleic acid (DNA) from human and other mammalian sperm 
has been isolated in biochemically intact form for the first time. While DNA 
can be isolated easily from the sperm of fish and lower vertebrates, such an 
isolation from mammalian sperm has hitherto been extremely difficult, if not 
impossible.—Dr. Ellen Borenfreund, Sloan-Kettering Institute for Cancer Re- 
search, New York. 


ADJUVANT DRUG CUTS CANCER RECURRENCE 


American Surgical Association, Boca Raton, Fla.: 

© Data so far accumulated indicate that a statistically significant decrease 
occurs in the early recurrence rate among some groups of patients receiving 
triethylenethiophosphoramide (thio-TEPA) as an adjuvant to radical mastec- 
tomy. Among 108 patients receiving the high dosage (0.8 mg. per kilogram of 
body weight), the recurrence rate was 22 per cent for the first 35 months, 
compared with 44 per cent among those treated with radical mastectomy alone. 
In the low-dosage group (0.6 mg. per kilogram of body weight), recurrences 
appeared in 7 per cent, compared with 11 per cent among controls.—Dr. 
Rudolph Noer, University of Louisville School of Medicine, Louisville. 

@ Electrohemostatic measures have been effective in stopping uncontrollable 
bleeding in splenic rupture, brain surgery, amputations and gunshot wounds.— 
Dr. P. N. Sawyer, State University of New York Downstate Medical Center, 
Brooklyn. 


@ High cervical chordotomy is a practical means of relieving pain in malig- 
nancy, but it will be ineffective if the patient has become seriously addicted 
to pain-relieving drugs before surgery—Dr. Douglas Hawkes, Memphis. 


THE INFORMED CONSENT 


Medicolegal Conference, San Francisco: 

@® The era of oral consent in surgery is past. Oral explanations will not 
suffice because the “forgetful” patient might later deny that such explanations 
were made. The written consent is mandatory and must be complete, intelligent 
and informed, with an understanding of what is to be done and the risks in- 
volved.—Dr. Leo J. Adelstein, Los Angeles. 
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hypertensive and hyperthyroid patients, 
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An Enzymatic Defect in 


Drug-Sensitive Hemolytic Anemia 


A RECENT chain of experimental findings in 
the study of certain drug-sensitive anemias 
has shed new light on some puzzling hemolytic 
anemias and provides a mechanism of investi- 
gation into the biochemical economy of the 
erythrocyte. The manner in which this has 
taken place is both interesting and instructive. 

The occurrence of hemoglobinuria accom- 
panying malaria long has been known as 
“blackwater fever.” Its sudden onset, symp- 
toms (chills, fever, pain in loins), signs (dark 
urine followed by icterus), and self-limited 
course are characteristics of an acute hemo- 
lytic episode.t The mechanism of this occur- 
rence is obscure, but among the precipitating 
agents are antimalarial drugs. Similarities 
have been noted with favism, an acute hemo- 
lytic anemia occurring in peoples of the Medi- 
terranean littoral following the ingestion of 
the broad bean Vicia fava. 

The so-called blanket treatment of malaria 
by the British army in India and Burma in 
the 1940s* and the radical treatment used by 
the United States army in Korea in 1950° 


*Director of Hospital Laboratories and Associate Professor of Clinical 
Laboratory Medicine and of Pathology, University of Minnesota Medi- 
cal School, Minneapolis, Minnesota. 


were attempts to treat curatively persons mov- 
ing from a malarial area to a nonmalarial one 
and thus meet the problem produced by the 
constant threat of relapse. The only class of 
drugs which acted by destroying the tissue 
stages of the disease and were thus curative 
were members of the 8-aminoquinoline family, 
notably, pamaquine and primaquine. These 
two drugs were used together with suppressive 
agents in the blanket’ and radical* regimens. 
Hemoglobinuria and acute hemolysis were 
early noted to be among the hazards of 8- 
aminoquinoline therapy.* 

In 1944, Alving and associates began a pro- 
gram of investigation on the use of antimalarial 
agents in volunteers at Statesville Penitentiary, 
Illinois.* During the course of this study, a 
series of observations were made which had 
quite unexpectedly broad and fundamental 
significance.” 

By 1954, when the first of these observa- 
tions was reported, it had been recognized that 
8-aminoquinoline-induced anemia occurred as 
an acute hemolytic process in a small group 
of susceptible individuals who were primarily 
of non-European origin.?* 


(Continued on page A-40) 
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The following observations were made by 
the Chicago (Statesville) group: 

1. In 1954, Dern and associates® reported 
the results of a study of survival of radioac- 
tive chromium-tagged red blood cells. When 
tagged red blood cells of a primaquine-sensi- 
tive donor were transfused into normal re- 
cipients, administration of primaquine to the 
recipients resulted in a sharply increased rate 
of disappearance of tagged cells (figure 1), 
indicating hemolysis of the injected cells. The 
same rate of hemolysis was noted in a recipi- 
ent who previously had had a splenectomy. 
Red cells of normal donors were not lysed 
when infused into primaquine-sensitive re- 
cipients who were receiving the drug. These 
observations indicated that primaquine-sensi- 
tive hemolysis was due to an intrinsic defect 
of the red blood cells present in susceptible 
individuals. : 

2. Further studies of red cell survival in- 
dicated that after drug-induced hemolysis had 
gone on for 8 to 10 days, it ceased, even 
though administration of the drug (prima- 
quine) continued.’ Apparently, a reduced sen- 
sitivity of the red cell population developed. 
Beutler, Dern and Alving*® then studied the 
effect of red cell age on drug sensitivity. Red 
cells of a narrow age range from a primaquine- 
sensitive individual were labeled with radio- 
iron and infused into a normal recipient. 


A-A0 


When the labeled erythrocytes were 8 to 21 
days old, administration of primaquine did 
not induce their hemolysis. When they had 
reached the age of 75 to 85 days, they were 
rapidly destroyed on administration of prima- 
quine. Thus, the inherent defect of the red 
cells associated with primaquine sensitivity 
was clearly a function of red cell age and was 
more pronounced in older cells. 

The self-limited nature of the drug-induced 
hemolysis noted by Dern, Beutler and Alving’ 
probably is explained in this age effect. 

3. No differences were noted between 
primaquine-sensitive erythrocytes and those of 
normal individuals with respect to osmotic, 
mechanical and chemical fragility.° Erythro- 
cyte morphology, too, was similar except in 
one respect: In primaquine-sensitive individ- 
uals Heinz bodies appeared before and during 
a hemolytic episode.® Heinz bodies are small, 
dense intracellular particles seen in stained 
preparations of red cells in a variety of toxic 
conditions.’® Formation of Heinz bodies may 
be induced in vitro by a number of agents 
added to blood,’® and Beutler, Dern and Al- 
ving,'’ using acetylphenylhydrazine as the in- 
ducing agent, found that this in vitro forma- 
tion of Heinz bodies was more pronounced in 
primaquine-sensitive erythrocytes than in nor- 
mal ones. Since this process was markedly 

(Continued on page A-42) 
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Laboratory Notes 


affected by the degree of oxygenation, the 
attention of these workers turned to erythro- 
cytic mechanisms of oxidation-reduction and 
to glutathione (GSH).*° 

Although the precise role of GSH in the 
economy of the red cell is obscure, it is very 
likely related to its ability as a reducing sub- 
stance, a hydrogen donor. At any rate, Beutler 
et al.'* examined its concentration in prima- 
quine-sensitive erythrocytes and found it to be 
distinctly lower than in normal red cells. Later, 
Flanagan et al.'’ found that primaquine ad- 
ministration in primaquine-sensitive individ- 
uals was followed by a sharp fall in erythro- 
cyte GSH and, in turn, acute hemolysis. Thus, 
the search for an inherent defect in the red 
cells in primaquine-sensitive hemolytic anemia 
led to clear evidence of a biochemical abnor- 
mality in such cases. 

1. Among the reactions taking place in red 
blood cells in which GSH participates are the 
following: * 


What links the enzyme deficiency with the 
hemolysis? The answers to these questions will 
cast interesting light on the biochemical econ- 
omy of the red blood cell. This aspect of the 
problem is discussed in Carson’s” review. 
From the practical standpoint, the discovery 
of the enzymatic defect led to assay methods 
which are useful in the diagnosis of hemolytic 
disturbances.'”''® The observations of Beutler 
et al.’* and Flanagan and associates'® on the 
GSH content of drug-sensitive erythrocytes 
and the induction of formation of Heinz 
bodies in these cells by acetylphenylhydra- 
zine'' were the bases of an assay known as 
the GSH stability test, '*'’ which appears to 
detect sensitively the enzymatic defect.’® 
Application of these tests to the study of 
hemolytic disturbances has brought some in- 
teresting revelations. It soon became apparent 
that red cells with the primaquine-sensitive type 
of biochemical defect were sensitive to a num- 
ber of other agents known to be inducers of 








I. GSSG + TPNH+ H*z 


—> 2GSH + TPN: 





II. G-6-P + TPN? 





A 


— 6-P-G + TPNH + H+ 





III. 6-P-G + TPN 





A 


Reaction | is catalyzed by the enzyme gluta- 
thione reductase, reaction II by glucose-6- 
phosphate dehydrogenase, and reaction III by 
6-phosphogluconate dehydrogenase. In 1956, 


Carson and associates! 


reported assays of 
each of these three enzymes in hemolysates of 
primaquine-sensitive and nonsensitive erythro- 
cytes. The results are illustrated in figure 2. 
Clear evidence of deficiency in glucose-6-phos- 
phate dehydrogenase activity of primaquine- 
sensitive cells is seen. 

In Carson’s’ words, “The excitement of this 
discovery quickly shifted to the questions 
raised rather than those answered.” Many of 
these questions remain unanswered, notably: 
What is the mechanism of the hemolysis? 


*The following abbreviations are used: GSH, reduced 
glutathione; GSSG, oxidized glutathione; TPNH, re- 
duced triphosphopyridine nucleotide; TPN, oxidized 
triphosphopyridine nucleotide; G-6-P, glucose-6-phos- 
phate; 6-P-G, 6-phosphogluconate. 


> Pentose phosphate and CO. + TPNH + H* 


acute hemolysis. Among the agents implicated 
have been sulfanilamide, acetanilid, phenace- 
tin, naphthalene and para-aminosalicylic 
acid.**-** 

Favism was soon studied and found to be 
based on the same red cell defect as that in 
primaquine sensitivity.’® °° Glucose-6-phos- 
phate dehydrogenase red cell deficiency also 
has been found in children with chronic con- 
genital nonspherocytic anemia.*''** Recently, 
the defect has been described in infants in 
Singapore and in Greece who have severe neo- 
natal jaundice in which iso-immunization can 
be excluded.**'** The relation of these cases 
to the drug-sensitive hemolytic disease group 
is not yet entirely clear. 

Considering anew the problem of so-called 
blackwater fever and reflecting on the observa- 
tion that it does not develop in adult inhabi- 
tants of an endemic malarial region as long 


(Continued on page A-44) 
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FIGURE 2. Milligrams of reduced glutathione (GSH) formed from oxidized glutathione (GSSG) as a function of milli- 
liters of dialyzed hemolysate. Solid curve, primaquine-sensitive subject; dashed curve, normal subject. A. Assay of 
GSH reductase activity (reaction I). B. Assay of G-6-P dehydrogenase activity (reactions II and I). C. Assay of 6-P-G 





dehydrogenase activity (reactions III and I). 


(Reproduced with permission from Science.) 
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FIGURE 3. Distribution of postincubation glutathione 
values (in glutathione stability test’) among members of 
16 families. Upper graph, men; lower graph, women. 
Ordinates, number of individuals. Abscissas, postincuba- 
tion glutathione in milligrams per 100 ml. packed red 


cells. 


(Reproduced from Childs et al.*) 


as they remain undisturbed in their endemic 
environment, Gilles and Ikeme*’ reported three 
cases of blackwater fever“in adult Nigerians 
with glucose-6-phosphate-deficient red cells. In 
these cases, drug sensitivity was indictable. 

Striking differences in susceptibility be- 
tween American Negroes and white persons 
have been noted, the incidence of the defect 
being much higher in the former group.*’”° 
An incidence as high as 20 per cent has been 
reported from Nigeria.” It is relatively com- 
mon among peoples of the Mediterranean area, 
especially in certain islands (Sardinia, for ex- 
ample), perhaps because of geographical iso- 
lation.® In Israel, the defect is much more 
common in Sephardic (Asiatic) than in Ash- 
kenazic (European) Jews, and it reaches its 
highest incidence there among certain heavily 
inbred families from Iraq.’® Interestingly, it 
was among these people that Lederer*’ found 
what he termed “Baghdad spring anemia,” an 
acute hemolytic disturbance which he ascribed 
to exposure to the pollen of certain blossoms, 
including those of V. fava (and in some cases 
ingestion of the beans of this plant as well). 
Carson’ estimates that there are 100 million 
people with the primaquine-sensitive type of 
red cell defect. 


(Continued on page A-46) 
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Laboratory Notes 


Childs and associates** have worked out the 
mode of genetic distribution of the defect, 
using the GSH stability test."® The incidence 
of the defect among men was found to be 14 
per cent, and among women it was 2 per cent. 
In addition, 5 per cent of the women tested 
showed partial sensitivity (intermediate range 
between normals and drug-sensitive groups 
with respect to GSH stability). Figure 3 illus- 
trates the distribution of postincubation GSH 
values in families in which the defect had 
been found. A postincubation value of 22 mg. 
GSH per 100 ml. packed cells or less was 
considered to be evidence of the presence of 
the enzymatic defect. These individuals are 
termed “reactors.”’ Note that while in the male 
family members the values fall nicely within 
two groups, normals and reactors, among 
female members there are many intermediate 
values. These findings fit best the hypothesis 
that the mode of inheritance is by a sex-linked 
gene having incomplete dominance. 
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adiology FOR PRACTICING PHYSICIANS 


PAUL C. HODGES* 


Radiology in Free China 


Eiacnostic radiology got off to an early 
start in China. In February 1895, at the close 
of the Sino-Japanese War and nine months 
before the discovery of x-rays, the imperial 
premier of China, Li Hung-chang, while repre- 
senting his country at peace negotiations in 
Japan, was shot in the cheek by a would-be 
assassin. Fourteen months later he journeyed 
to Russia and Germany by trans-Siberian 
railway and, on returning home by way of 
England and the United States, brought with 
him a German x-ray plate which almost cer- 
tainly was the first ever to reach the Orient and 
which, following his death in 1901, was dis- 
played in the Li family ancestral shrine near 
Liichow in Anhwei Province.*:* 

As late as 1910 and even in America, it 
was only in cities such as New York, Boston, 
Philadelphia and Chicago that physicians 
could expect radiologic help except in the 
care of fractures, dislocations and gunshot 
wounds. Even in the field of orthopedics, in 
which the value of x-ray plates was widely 
recognized, cities as large and progressive as 
Madison, Wisconsin, only recently had de- 


*Emeritus Professor, Department of Radiology, University of Chicago, 
Chicago, Hlinois. 
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veloped adequate facilities. It is not surpris- 
ing, therefore, that when I first saw Shanghai 
in 1915, except for an experienced and gifted 
British radiologist who was doing excellent 
work at the Shanghai General Hospital, I 
found either no radiology at all or a mere 
token variety throughout the Yangtze Valley. 
In the eight years following 1919, I was in 
charge of radiology at the Peking Union Med- 
ical College and in that capacity taught the 
subject to medical students, conducted sum- 
mer courses for physicians and, with Rocke- 
feller Foundation money (appropriated 
through its China Medical Board), designed 
and constructed some 15 small x-ray machines 
for use in various parts of China. Following 
my return to America in 1927, the work of 
the department continued under my former 
student and senior associate, Dr. C. K. Hsieh, 
aided during the first year by Dr. Dabney 
Kerr, who had been one of my summer school 
students. Hsieh was aided also by my junior 
student, C. Wu, and later by his own student, 
T. S. Jung. Later, Dr. Hsieh brought out Dr. 
Marvin Williams (subsequently a member of 
the Mayo Clinic staff) to serve for several 
years as radiologic physicist. 








FIGURE 2. a and b. Frontal and left 
lateral views of a giant-cell tumor 
of the vertebra involving the twelfth 
thoracic vertebra and the left 
twelfth rib in a 27 year old man. 
This patient was seen by Dr. L. C. 
Chiang, National Taiwan Univer- 
sity Hospital. 

Jaffe* believes that most so-called 
giant-cell tumors of the vertebrae 
are, in fact, aneurysmal bone cysts, 
but the radiologists and patholo- 
gists at the Hospital are convinced 
that this particular lesion actually 
was a giant-cell tumor. 


Radiology for Practicing Physicians 


FIGURE 1. a. Lesion of cystic tuberculosis 
at the proximal end of the left radius in 
a 61 year old man who was a patient of 
Dr. Virginia Kuan at the Taiwan Veter- 
ans General Hospital. 

This patient was known to have had 
pulmonary tuberculosis 13 years earlier, 
but at the time of this examination the 
sputum was negative. He had pain in 
both elbows, the left knee and the left 
shoulder. 


b and c. Similar lesions were observed 
in the right radius (b) and in the left 
clavicle (c). Lesions also were present 
in the right tibia and fibula and in the 
skull. Biopsy of the two radii confirmed 
the diagnosis of tuberculosis. The pa- 
tient recovered with chemotherapy. 
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In the hopeful early years of the Nationalist 
Government, Dr. J. Heng Liu and his asso- 
ciates, recognizing that radiology was essen- 
tial to the practice of medicine and surgery, 
developed it as rapidly as possible in the face 
of endless other pressures on funds and man 
power. With the advent of the war with Japan, 
Dr. Robert Lim’s hard-pressed military physi- 
cians somehow managed to maintain a barely 
adequate radiologic service, the work being 
expedited by funds donated by the American 
Bureau for Medical Aid to China, Inc., and 
by apparatus selected, gathered and forward- 
ed by Dr. Liu. With the fall of the mainland 
to the Communists, some, but, unfortunately, 
only a few, of the abler radiologists managed 
to get out to Taiwan and to take with them 
a tiny amount of equipment. From that seed 
there has grown in the past decade much of 
the best of Taiwan’s present-day radiology. 


X-ray Diagnosis 


The single most potent factor in superior 
x-ray diagnosis of skeletal lesions is coopera- 
tion among orthopedic surgeons, radiologists 
and skillful, experienced bone pathologists. 
Even the United States has developed few 
Phemisters, Jaffes and Hatchers; Taiwan has 
no experienced personnel in this field, and, 
as a result, the skeletal phase of x-ray diag- 
nosis languishes there. The situation is a little 
better in x-ray diagnosis of peptic ulcer and 
gastric neoplasm, although that field is ham- 
pered by rather clumsy facilities for gastric 
spot filming. Pyelography and cholecystogra- 
phy are not as good as they could be if better 
contrast media were available, and examina- 
tion of the skull is hampered by the lack of 
special skull stands and the almost universal 
failure to employ stereoscopy. Most examina- 
tions of the esophagus and colon are well 
done, but the Chinese excel particularly in 
diagnosing diseases of the chest; they do it 
in spite of a rather poor average quality of 
films and infrequent use of grids or stereos- 
copy. The explanation lies in the availability 
of a prodigious amount of material and in the 
cooperation among radiologists and unusually 
capable pathologists, internists and thoracic 
surgeons. Tuberculosis is tragically prevalent, 
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FIGURE 3. Carcinoma of the colon with fistulous com- 
munication between adjacent bowel loops in a 60 year 
old diabetic man seen by Dr. L. C. Chiang. 

This patient passed large amounts of red blood three 
years earlier and again just before the hospitalization 
during which this x-ray was made. He had no other 
symptoms. 


bronchiectasis far from infrequent, pulmonary 
neoplasm at least as common as in the United 
States, and paragonimiasis always an interest- 
ing possibility;* however, histoplasmosis, it is 
said, has never been found on the island. 


Personnel 


For approximately 10 years there have been 
training programs in radiology at Taita, medi- 
cal college of National Taiwan University, and 
the National Defense Medical Center (ND- 
MC), each institution having turned out ap- 
proximately 15 radiologists. At Taita, the 
chief is Dr. L. C. Chiang, who has had exten- 
sive radiologic training at the University of 
Pennsylvania. At the NDMC, Dr. C. Wu, now 
living in the United States, has been succeed- 


ed by Dr. H. H. Hou, who had a year of 











surgery in Chicago and five years of radiology 
in Belgium, and by Dr. T. C. Chiang, a grad- 
uate of the NDMC, who studied radiology at 
the University of Pennsylvania for a year. 
Both institutions have on their staffs several 
other radiologists with foreign training rang- 
ing from one to five years which was acquired 
in England or at various places in the United 
States. 

The radiology of the Taiwan Veterans Gen- 
eral Hospital is in charge of Dr. Virginia 
Kuan, who received her training at the NDMC 
and then studied for a year at the University 
of Pennsylvania. Dr. C. Hsu, who is chief radi- 
ologist at the Chinese Air Force Hospital in 
Taipei, studied radiology for a year at the 
University of Pennsylvania, and Dr. H. J. Lee, 
the radiation therapist at the Provincial Hos- 
pital in Taipei, studied for three years in the 
United States and in 1957 was awarded the 
certificate of the American Board of Radiol- 
ogy. Several other radiologists currently are 
studying abroad and others are about to em- 
bark on such studies. 


Illustrative Cases 


For two hours each week, radiologists, in- 
ternists and thoracic surgeons from most of 
the hospitals and clinics in Taipei meet to dis- 
cuss diagnostic and therapeutic problems, par- 
ticularly those concerning thoracic diseases. 
On one evening a month, the radiologists dis- 
cuss general radiologic problems. During the 
six months of my stay, I attended most of 
these sessions and, in addition, reviewed local 
films with undergraduate medical students for 
one hour a week at each of the two medical 
schools. From among the many hundreds of 
cases presented at these various sessions | 
have selected three to illustrate here (figures 
1 through 3). I have not included any cases 
of paragonimiasis because it has recently been 
discussed in this column by Dr. Watten.* 


Equipment Problems 


Many of those who sell or buy x-ray equip- 
ment for use in Taiwan either fail to learn 
or forget that operating conditions are unlike 
those in most parts of America or Europe. 
Electric power (220 V, 60 cycle, AC) is sub- 
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ject to wide fluctuation in voltage; humidity 
and ambient temperature are high, and public 
water supplies are meager and frequently 
rationed or even interrupted. Because of these 
facts, motor-driven time switches are prefer- 
able to those depending on electronic timing 
circuits, and the best control stands are those 
having maximal range of adjustability to vari- 
ations in line voltage. In the matter of devel- 
oping tanks, the least satisfactory are those in 
which optimal temperature is maintained by 
water-cooled compressors supplying a con- 
tinuous flow of cold water which is mixed 
with warm water in thermostatically controlled 
mixing valves. 


Radiation Therapy 


In Taipei, several institutions have more or 
less adequate equipment and personnel to pro- 
vide sound radiation therapy; elsewhere on 
the island, therapy machines are largely in 
the hands of nonmedical technicians. Even in 
Taipei itself, high-class modern radiation ther- 
apy remains impossible until facilities can be 
established to train health and radiation physi- 
cists and until there is a continuing supply 
of radiation therapists. It will be impossible 
also until there can be established somewhere 
in Free China a centralized, government-spon- 
sored agency to calibrate and, when necessary, 
repair instruments for measuring radiation, 
stipulate the details of radiation barriers, and 
perform a host of similar functions. 

There is reason to hope that the problem 
of a standardization agency may be solved 
at Tsing Hua University in Hsinchu, and a 
therapy training center currently is under con- 
struction at the Veterans General Hospital 
under the supervision of Dr. Nels Strandjord, 
who is on leave of absence from the Univer- 
sity of Chicago and probably will be succeed- 
ed by another of our colleagues. 
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Identification of Persons 


SAMUEL R. GERBER{ 


Western Reserve University, Cleveland 


Editorial Comment 


To identify a person is a real task in legal 
procedures. But such identification is mandatory. 
The living person can be identified by interroga- 
tion, observation and deduction. The dead person 
does not respond to interview. Only observation 
and deduction can be used. Medical practitioners 
can develop skills to improve this technic of ob- 
servation and sharpen the deductive process. 
Furthermore, through detailed medical records, 
physicians can ease the task of identification. 
Dr. Gerber shares his knowledge of these matters 
developed by the experience of single incidents 
and mass disasters.—Oliver C. Schroeder, Jr. 


For law enforcement purposes, the approach 
and purpose of identifying deceased persons 
differ in certain respects from the routine 
identification of living persons. The usual ap- 
proach to identification of a living person is 
largely by comparison of descriptions, finger- 
prints or photographs or by visual recognition. 
The usual purpose of such identification is to 
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establish that the per- 
son in custody is the in- 
dividual being sought 
either because of a 
missing person report 
or because he has been 
involved in an offense 
against society. In ei- 
ther case, the task is 
simplified when refer- 
ence fingerprints are 
available. In these in- 
stances, there is seldom any difficulty in ob- 
taining fingerprints of the subject in custody. 
When there are no reference fingerprints on 
file, it is necessary to rely on other means of 
identification such as comparison with de- 
scriptions of body characteristics, marks, scars 
and individual mannerisms which contribute 
to perceptible recognition. 

The purpose of identifying deceased per- 
sons is comparable to identification of living 
“missing” persons. Legally, the civil implica- 
tions rather than the criminal aspects are the 
motivating forces. In most instances, the pri- 
mary objective in identification of dead bodies 
is to fulfill humanitarian services or to clarify 
marital or other legal status of surviving rela- 
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tives. Questions of inheritance, business con- 
tracts, insurance or damage claims cannot be 
resolved until the death of the individual has 
been established through valid identification. 
On some occasions, identification of the dead 
may be an important factor in criminal cases. 
For example, identification of a victim of vio- 
lence facilitates the investigation into his ac- 
tivities and associations prior to death. Also. 
establishing the fact that a “wanted” person 
has died is an important aid to clearing police 
files when the information is forwarded to the 
proper authorities. 

The availability of fingerprint records made 
during life may simplify but not necessarily 
assure identification of a dead body. The con- 
dition of the body may make it difficult or 
impossible to obtain fingerprints from the de- 
ceased person. Perceptible recognition may be 
difficult or impossible when such abstract 
qualities as facial expressions and mannerisms 
which characterized the individual during life 
are obliterated by death. In such cases, it is 
necessary to consider anatomic findings and 
ancillary evidence offered by clothing, jewelry 
or other material which may be found asso- 
ciated with the body. 

Body characteristics, such as facial features, 
stature, sex, and color of skin, hair and eyes. 
are clues to general classifications of both liv- 
ing and dead persons. But, in living persons, 
traits such as posture, tone of voice, manner 
of speech, facial expressions, and all sorts of 
mannerisms characterize the individual and 
set him apart. These are the factors peculiar 
to him, so that he is unique—an individual. 
The conclusion that an individual is recog- 
nized by such traits rather than by body char- 
acteristics is supported by the fact that de- 
scriptions of a missing person frequently are 
erroneous in regard to color of hair, height, 
weight and color or type of clothing. How- 
ever, descriptions are accurate in regard to 
individual characteristics, such as a limp, gri- 
mace, scar or something else that is unusual. 
The obliteration of these traits by death may 
confuse the identification of dead bodies even 
in the absence of decomposition or mutilation. 

From the viewpoint of identification, we 
can classify dead bodies as recognizable or un- 
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recognizable. When a person dies under nor- 
mal circumstances and is seen before decom- 
position has set in, there are usually ample 
means of identification in sight recognition 
which can be confirmed by fingerprints, if 
reference prints taken during life can be lo- 
cated. In the absence of such records, one 
must guard against erroneous identification. 
Such errors may be unintentional or they may 
be deliberate for fraudulent insurance claims, 
to escape punishment, or for some other 
reason. 

Just as emotional reactions may adversely 
affect the reliability of visual recognition of 
living persons, they may also lead to unin- 
tentional errors in attempts to identify de- 
ceased persons. It is often difficult for a person 
asked to view a dead body to recognize a face 
which lacks the expressions that characterized 
it during life. The emotional reaction to the 
death of a beloved relative may influence one 
to reject the fact of the death and, therefore, 
the identification; another person may be so 
overwhelmed by grief that the assumed identi- 
fication is accepted readily after only a cur- 
sory glance at the body. 

Unintentional errors in identification reflect 
an ignorance of the implications of false iden- 
tification. Persons who identify vagrants or 
“black sheep” of their families may not real- 
ize the need for accurate identification. The 
following case illustrates such an attitude. 

Early in the morning of March 17, 1941, 
an unidentified man was found dead in a door- 
way of an office building in downtown Cleve- 
land. Death had resulted from exposure. The 
following day a woman came to the coroner’s 
office and described an uncle whom she had 
not seen for three years. She stated that her 
uncle had a crooked nose owing to an old 
fracture. The dead body exhibited evidence 
of an old nasal fracture, so she was permitted 
to view the body. She said she recognized the 
man to be her uncle, Michael C., age 73. She 
signed an affidavit to this effect and claimed 
the body for burial. 

At the funeral home several people realized 
that the dead man was actually a younger 
brother of the purported deceased, Harry C., 


(Continued on page A-60) 
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whom they had not seen for 40 years. Michael 
was living in a rooming house. His only in- 
come was his monthly check from the Divi- 
sion of Aid to Aged Persons. Other residents 
of the rooming house read his death notice 
in the paper and joked with him about it. The 
landlady phoned the funeral parlor and noti- 
fied the family that Michael was alive and re- 
sided at her address. After the funeral, the 
niece who had made the identification visited 
the rooming house and admitted her error. 

There was no attempt to correct the false 
identification until Michael’s pension check 
failed to arrive at the usual time. When he 
complained to the Division of Aid, he was 
informed that his name had been taken off 
their list since legally he was dead and could 
not be reinstated until the error in identifica- 
tion was verified and corrected. 

The body in question was exhumed. There 
was a striking resemblance in the facial fea- 
tures of the two brothers. Each had had a 
broken nose which had healed crookedly— 
one veering to the right and the other to the 
left. Fingerprints were obtained from both 
men, the living and the dead. Fortunately for 
our purposes, both men had been arrested and 
fingerprinted previously, so it was possible to 
establish conclusively the correct identifica- 
tions. Michael was reinstated on the old-age 
pension rolls. Brother Harry had been 61 
years old and therefore not eligible for such 
a pension. 

This case illustrates the need for proper 
identification of a body at the time it is in the 
custody of the coroner or medical examiner, 
if at all possible. Whether or not identification 
is made, an accurate detailed description of 
the dead body must be recorded and filed. 
This precaution may resolve doubts and pre- 
clude disinterment of a body if the original 
description is questioned later. 

When identification is not made before 
burial, all information available should be ob- 
tained from a thorough examination of the 
body, including roentgenologic and dental ex- 
aminations and dissection for anatomic evi- 
dence. The record should include a detailed 
description of clothing and anything else found 
associated with the body. No minute detail 
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should be neglected or considered insignifi- 
cant. In one case of a badly decomposed body 
which was recovered from the river, it was 
noted in examining the clothing that the trou- 
sers had been mended with green embroidery 
floss. When the wife was asked for a descrip- 
tion of the clothing her husband was wearing 
when he left home, she volunteered the in- 
formation that the trousers were mended in 
this distinctive manner. Such minutiae fre- 
quently afford clues to identification. 

Recognizable bodies may present chal- 
lenging problems in identification when the 
usual clues are absent or when there is de- 
liberate misrepresentation. The coroner or 
medical examiner must be circumspect about 
accepting any identification based merely on 
associated evidence such as hotel registrations 
or contents of billfolds, pockets and purses. 
He must consider the possible use of an as- 
sumed name and the fact that possession of 
billfolds, purses and miscellaneous papers does 
not necessarily denote rightful ownership. 

Persons attempting suicide sometimes take 
measures which they hope will frustrate their 
identification. This was apparently the intent 
of a man who jumped from an office building. 
There were no labels in his clothing. His 
pockets contained no papers or personal prop- 
erty except spectacles which were in a case 
bearing an optometrist’s name and address 
(figure la and b). The optometrist examined 
the spectacles and was able to produce the 
prescription card bearing the patient’s name 
and address. Further investigation revealed 
that this individual was missing from his 
home, and friends who viewed the body were 
able to affirm the identification. 

Another case of a suicide attempting to 
evade identification involved a woman who 
was found dead in a hotel near a bus station. 
She had registered as Mrs. R.W. of a nearby 
state. The cause of death was an overdose of 
barbiturates. The contents of her purse in- 
cluded a bus ticket indicating that she was 
en route from San Diego, California, to Utica, 
New York. Prescription envelopes in her purse 
bore the name under which she had registered 
at the hotel and the names of physicians in 

(Continued on page A-62) 
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FIGURE 1. a and b. Optometrist’s case and spectacles which 
led to identification of a suicide victim. 


Utica. Telephone calls to these doctors failed 
to produce any clues to identification. The 
Utica police were informed of these facts and 
the description of the dead woman was read 
at roll call. One of the policemen thought that 
the description fitted a neighbor’s sister who 
was separated from her husband and had gone 
to California. However, that woman’s name 
was quite different (Mrs. L.C.). 

It was established that the dead woman was 
the neighbor’s sister. Her family in Utica had 
not known that she had left California and, 
therefore, no missing report had been filed. 

When reference fingerprints taken during 
life are not available, it is necessary to turn 
to other individualizing features such as birth- 
marks, scars, tattoos and dental characteristics 
to confirm identification. The routine practice 
of noting such details in identifying recog- 
nizable bodies builds experience that guards 
against overlooking similar features which 
must be relied on to a greater extent in iden- 
tifying unrecognizable bodies. 

Bodies are reduced to an unrecognizable 
state by various types and stages of decom- 
position or putrefaction following prolonged 


exposure in air or submersion in water, by 
mutilation or by charring. One of the first 
questions to be resolved may be whether 
the remains are those of a human being or 
of an animal. The answer is found most read- 
ily in some cases by a study of x-ray plates. 
In other instances it may be more desirable 
to resort to dissection and immunologic pro- 
cedures. Determination of sex, race, age and 
stature are other problems in identification of 
unrecognizable bodies. Solving these problems 
frequently requires the counsel of experts in 
comparative anatomy and anthropology. 

Identification is often simplified when prop- 
er attention is given to clothing, contents of 
pockets, and material found associated with 
a body. In one case in our experience, an en- 
velope found in the pocket of an unrecog- 
nizable body not only afforded a clue to identi- 
ty but also delimited the time of death. 

On July 10, 1956, a body was found in a 
vacant lot in Cleveland. Putrefaction had re- 
duced the body to little more than a skeleton. 
Opinions based on external appearances esti- 
mated the time of death to range from three 
weeks to several months prior to discovery of 
the body. A routine search of the clothing 
yielded a letter bearing a postmark which 
proved that the letter had been sent by airmail 
from Puerto Rico on June 22, 1956, 18 days 
before the date the body was discovered (fig- 
ure 2). The presumed date of delivery coin- 
cided with the date the addressee had last been 
seen alive as determined by investigation at his 
residence and place of employment. Identifica- 
tion was made by comparing the victim’s teeth 
with the missing man’s dental records. In ad- 
dition, the clothing of the body was described 
and recognized by close friends. 

In another case, a clue to identification was 
found in a money order receipt with a 1952 
date. The receipt was found approximately 
200 ft. from a naked mummified body which 
was discovered in March 1956. The name on 
the receipt expedited identification by finger- 
prints. Readable prints could be obtained from 
only two or three fingers of the body. The 
Cleveland police department had fingerprints 
on file for the person named on the receipt. 


(Continued on page A-64) 
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Comparison of the prints taken after death 
with those taken during life established the 
identity. It was found that this individual had 
been confined in penal institutions for various 
periods during his life. He had been released 
from prison about 10 months prior to March 
1956. It was deduced from the condition of 
the body and the vegetation beneath the body 
that death had occurred soon after this re- 
lease. A distinctive tattoo figure of a dragon 
was seen on the chest of this body. It was 
deplorable that none of the penal records men- 
tioned this fact. Had it not been possible to 
obtain fingerprints, this body might not have 
been identified in spite of detailed studies to 
determine the race and age. 

We have seen many cases in which identi- 
fication would have been expedited if identi- 
fication records made during life had included 
detailed descriptions of tattoos, marks, scars 
and notations concerning the type and extent 
of surgery when surgical scars are present. 

One such case was of a drowning victim 
who was suspected to have been a crew mem- 
ber of a lake freighter which had sunk about 
nine months prior to recovery of the body. 
Fingerprints were obtained from two fingers 
after persistent efforts. Comparison of these 
prints with reference prints taken during life 
was not completely convincing proof of identi- 
ty. However, the tattoo discernible on the 
upper arm and other features corresponded 
to the description of the missing person sup- 
plied by a relative. There was no mention of 
this tattoo on the official employment record. 
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Certainly in hazardous occupations which 
might involve a disaster whereby elements of 
perceptible recognition of a body could be 
destroyed, detailed information of all ana- 
tomic clues to identity should be recorded in 
the medical history at the time of employment 
and kept up to date. 

Mutilated and dismembered bodies present 
specific problems in identification. It must be 
determined that all parts recovered are human 
and belong to the same body. Whether mutila- 
tion occurred before or after death is also to 
be decided. As in the other cases cited here, 
a diligent study of associated materials may 
yield valuable clues to identity. 

When recognizable features have been de- 
stroyed by fire, attention must be directed to 
anatomic evidence. However, the possibility 
of finding unburned fragments of clothing, 
jewelry and other personal property must not 
be ignored. X-rays of the body may reveal 
healed fractures and other conditions of bony 
structures which will provide clues to identity. 
X-rays will show the presence of metallic ma- 
terials. During the East Ohio gas disaster in 
1944 we were able to identify one portion of 
a charred body (figure 3a) because a truss 
was visualized on an x-ray plate (figure 3b). 
Without the x-ray study, it might never have 
been discovered in the charred torso. 

The importance of examining the teeth of 
burned victims is well known. 

Unusual dental evidence was found in a 
charred body recovered from the rubble of a 

(Continued on page A-66) 
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England J. Med. 261:478 (September 3) 1959. 5. Edmonds, J. T.: The 
Laryngoscope 69:1213 (September) 1959. 6. Horstman, 
H. A.: Am. Pract. & Digest Treat. 10:96 (January) 1959. 
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Forensic Medicine 





FIGURE 3. a. Portion of charred body which was appar- 
ently unidentifiable. 
b. X-ray of pelvic section which revealed pres- 
ence of a truss, leading to later identifica- 
tion of victim. 


roller rink destroyed by a fire which occurred 
after the closing hour. Inquiry failed to reveal 
any clues to the body’s identity, since it was 
presumed that no one was in the building at 
the time of the fire. A partially burned upper 
denture was found to bear a portion of a strip 
of paper embedded in the acrylic (figure 4). 
The letters “ghns” were discernible and sug- 
gested that the strip of paper may have borne 
the name of the individual. The presence of 
a navy ring on a charred finger led to noti- 





FIGURE 4. Portion of paper strip embedded in denture 
which aided identification of fire victim. 
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fication of the proper authorities through 
whom identification was established as 


Vaughns,” a sailor who had been on leave 
and had not returned to base. The denture had 
been made while the man was in the service 
where it was customary to mark dentures with 
the wearer’s name. 

This incident has inspired a Cleveland den- 
tist to advocate the universal adoption of a 
code for identification to be imprinted in each 
denture. 

When mass disasters occur attention is 
focused on the importance of the methods of 
identification which-are considered to be ex- 
traordinary. The few cases which | have se- 
lected from our experience and cited here 
demonstrate that attention to detail, persist- 
ence and patience frequently will overcome 
apparently insurmountable problems of iden- 
tification of persons. It must be realized that 
although fingerprints are the ideal means of 
identification, they cannot be relied on as the 
only method, because comparable records may 
not be available. Therefore, it is advisable 
routinely to compile records of substantiating 
evidence from anatomic findings, individual 
characteristics and associated material which 
may be useful to establish the identity of a 
living or deceased person. 

Legal decisions demand accurate individual 
identification. Medicine should be a powerful 
aid in developing such accuracy. 
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4 F rhinitis, drug reactions, allergic pruritus, hay fever, 
3 4 which may be too severe to be controlled by antihistamines alone. 
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U.S.S.R.: ANATOLY S. RABEN, M.D. 


For several weeks this spring, Dr. Malcolm McCannel, ophthalmologist of 
Minneapolis, Minnesota, served with the medical staff of the SS HOPE, anchored 
at Bima on the island of Sumbawa, about 800 miles from the Indonesian capital 
of Djakarta on the island of Java. Dr. McCannel wrote this report of the work 
of Project HOPE while still aboard the ship, and we are pleased to present his 
account of a truly humanitarian endeavor on the part of individual American 
physicians and other medical personnel.—The Editors. 


INDONESIA—SS HOPE 
Bima, Indonesia, 11 April, 1961 


Tue SS HOPE is part of a privately sponsored 
program to share the United States’ modern 
medical knowledge and skills with newly develop- 
ing countries. Project HOPE—Health Opportu- 
nities for People Everywhere—is a nonprofit, 
charitable organization which began over a year 
ago and was brought to fruition by the sailing of 
a converted hospital ship, SS Constellation, re- 
christened the SS HOPE I, from San Francisco 
last fall. 

The ship has been in operation a little over 
seven months and has made island-hopping stops 
all along the equator in the Republic of Indonesia. 
Plans are being made for this ship or others like 
it to visit Vietnam, Pakistan, South America and 
Africa in the future. 

The permanent medical staff of the SS HOPE 
includes 15 physicians, a dentist, and about 50 
nurses and auxiliary personnel. Volunteer medi- 


cal specialists join the ship on a rotating basis 
for tours of duty. 

Two weeks ago the HOPE made an unsched- 
uled stop at the city of Ende on the island of 
Flores. It was reported that a bad earthquake 
had hit the island, and we were asked to stop 
and give what aid we could. It turned out that 
there were few casualties but there was consider- 
able damage to buildings. 

At Bima, which is in a sheltered cove on the 
north side of the island of Sumbawa, there is one 
doctor for about 80,000 people. He is a very alert 
Indonesian of Chinese extraction named Dr. Tan 
Hong Djwan, who is a master diagnostician and 
with a small amount of equipment and ancillary 
help: accomplishes miracles that we take for 
granted in the United States. 

Approximately half an hour after the first 
launch from the ship arrived at the wharf, a 
polyclinic was set in operation. The patients are 
screened and sent to the various departments for 


(Continued on page A-74) 
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The muscle relaxant with an independent pain-relieving action 


SOMA 


(carisoprodol, Wallace) 


& Wallace Laboratories, Cranbury, New Jersey 


Put your 
low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity —often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 
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evaluation. For the most part, only problem cases 
are handled on the ship because of lack of time 
and of bed space. Patients seen one day are 
scheduled for operation the following day. The 
operating rooms are ably managed by Mavis 
O. Pate, Tyler, Texas, and she keeps her three 
operating rooms humming from 7 A.M. until late 
in the afternoon. In the last two weeks, Dr. Rob- 
ert Pulliam, Longview, Washington, has done 
over 25 operations for repair of harelip. There 
is a comparable amount of pathologic conditions 
requiring general surgery and eye and chest care. 
Tuberculosis is very prevalent on Sumbawa, and 
at present the ship is in dire need of an ortho- 
pedic consultant. 

There is nothing hit-and-miss about the record- 
keeping and paper work. Occasionally, a dis- 
gruntled surgeon may wish for the retinue of 
interns and residents he would have at home as 
he completes the endless charting and surgical 
reports to make this a worthwhile project. 

A great change has been seen in the Indo- 
nesian personnel since they first joined the ship 
in Djakarta and Surabaja last fall. Local nurses 
now pick up, play with and fondle pediatric pa- 
tients in the same way as their American counter- 
parts, which they did not do at first. They also 
have expressed amazement at the concentrated 
team effort put forth when a problem case goes 
sour and requires a lot of extra work. 

This morning a 7 lb. tumor was removed from 
the left parotid area of a woman who had had 
it for over 21 years. The tumors, hernias and 
healed fractures look like the examples in medi- 
cal books published at the turn of the century. 

The trip to and from the hospital and poly- 
clinic is like a tourist’s dream. There are rice 
paddies with water buffalo and occasionally a 
crocodile, and colorful thatched-roof houses on 
stilts, which provide a playroom for the children 
during the hot days and a cooler place to sleep 
in at night. Goats, monkeys and little ponies are 
seen everywhere. A favorite pet is a parrotlike 
bird with an enormous bill and an odd cry. Many 
of the children fly kites. On each island, the peo- 
ple seem to have their own special type of sailing 
craft with a particular design of sail and out- 
riggers. Indonesians are small, reserved, pleasant 
and appreciative people. They have the typical 
Far Eastern solicitude for their children, and we 
find that both children and adults take one-half 
to one-third of the usual pain-killing remedies 
needed in the United States. 

Everyone is used to waiting in the Far East 


and appointment schedules often mean very little. 
At first this was a most frustrating source of 
exasperation, but countermeasures have been re- 
sorted to and now even the Indonesians forego 
some siesta time if a clinic is scheduled. 

The mechanics of running this hospital ship 
is a huge task. In port we use almost 150 tons 
of fresh water per day, and the laundry handles 
as much dirty linen as a small city. Al Adams, of 
San Francisco, has a “mechanical cow” in No. 5 
hold deep amidships. By ingenious use of milk 
powders, chipped ice, colorings, anhydrous fats 
and other additives, it is pretty hard to tell it 
from the real thing. The chocolate milk or “susu” 
is the most popular item with the Indonesian 
patients. 

Since this is a hospital training ship, teaching 
of local personnel accompanies treatment of pa- 
tients. There are classroom lectures, discussions, 
movies, film strips and demonstrations going on 
every day. 

Millions of people in Indonesia are caught in 
a vicious circle. Poverty, malnutrition and dis- 
ease are very common. Unhealthy people find 
it hard to produce, and this new Republic of 
Indonesia does indeed need healthy people to 
produce. 

Project HOPE includes land-based operations 
of mobile jeep teams of doctors and technicians 
who go inland to share knowledge and help the 
Indonesians to help themselves. 

The SS HOPE at present is the major activity 
of the People-to-People Health Foundation, Inc. 
This nonprofit, nongovernmental organization is 
sponsored by industry, unions and private dona- 
tions. American President Lines operates the SS 
HOPE at cost, and the American petroleum in- 
dustry furnishes all fuel. Pharmaceutical firms 
generously donated our drugs, surgical instru- 
ments and many of our supplies. Although many 
of our foodstuffs are utilized by the ship’s per- 
sonnel, a generous amount is left on the docks 
at each port—powdered milk, soap, rice, flour 
and pharmaceuticals. 

The people on the HOPE feel there is a great 
wellspring of good will for the United States here 
in Indonesia. The HOPE has no ax to grind and 
is purely an expression of the American people 
who want to help those who are less fortunate 
than themselves. It is a mere drop, of course, but 
with every dollar and ounce of energy used, it 
is hoped that we are making friends for America 
in Far Eastern Asia. 

(Continued on page A-77) 
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Daricon 


IN BRIEF \_W_ 


DARICON is oxyphencyclimine hydrochlo- 
ride, a long-acting, highly effective anticho- 
linergic. DARICON provides 24-hour relief 
from the pain and discomfort associated 
with g.i. disturbances, usually on just b.i.d. 
dosage. 


Indications: DARICON is valuable for the 
adjunctive management of peptic ulcers — 
duodenal, gastric and marginal types; 
functional bowel syndrome -— irritable 
colon, spastic colon including mucous 
colitis; pylorospasm, cardiospasm; chronic, 
nonspecific ulcerative colitis; biliary tract 
disease, including cholecystitis and choleli- 
thiasis; hiatus hernia accompanied by 
esophagitis or ulcer; gastritis, acute or 
hypertrophic; duodenitis; bladder spasm 
with or without cystitis; ureteral spasm, as 
with stones or pyelonephritis. 


Side Effects and Precautions: Dryness of 
the mouth is the most common peripheral 
effect. Blurring of vision, constipation, and 
urinary hesitancy or retention occur in- 
frequently. These effects may decrease or 
disappear as therapy continues, or can be 
minimized by adjustment of dosage. Care 
should be exercised in using DARICON in 
patients with prostatic hypertrophy, in 
whom urinary retention may occur. The 
use Of DARICON as well as other anti- 
cholinergics in patients with an associated 
glaucoma is not recommended except with 
ophthalmological approval and super- 
vision. 

Administration and Dosage: The average 
adult dosage is 10 mg. of DARICON given 
twice daily—in the morning and at night 
before retiring. (Dosage should be ad- 
justed in relation to therapeutic response.) 
As much as 50 mg. daily is acceptable to 
some adult patients. As little as 5 mg. daily 
is therapeutically effective in some adult 
patients. 


Supplied: DAaRICON is supplied as a white, 

scored 10 mg. tablet. 

More detailed professional information 
available on request. 


June 1961 


Medicine From Abroad 


AUSTRALIA 


Pulmonary hydatid 
disease—In the Medical 
Journal of Australia, 
Drs. R. W. Haber, Mau- 
rice Joseph and A. F. 
Grant, Royal Prince Al- 
fred Hospital, Sydney, 
have reported on a series 
of 65 patients who were 
hospitalized between June 1945 and June 1960 
for hydatid disease of the thorax. 

Although hydatid disease has a world-wide 
distribution, the greatest incidence is in Aus- 
tralasia and South America. In a survey covering 
the years 1957 and 1958, Gemmell found that 
32.2 per cent of the dogs in the southern table- 
lands of Australia were infested with Echinococ- 
cus granulosus and the incidence of infestation 
was as great among the pet dogs kept on home- 
steads as among working sheep dogs. The inci- 
dence of hydatid disease in humans is distributed 
almost equally in all age groups, with a peak in 
persons whose ages range from 11 to 30 years. 

Of the 65 patients in this series, the hydatid 
cysts were confined to the lungs in 47; in 11 the 
liver was also involved. In the remainder of the 
patients, other organs were affected. Eighty-one 
per cent had pulmonary symptoms (most fre- 
quently, a pneumonic episode) when first seen. 

Casoni’s test gave positive results in 47 per 
cent of the patients in whom it was carried out. 
The result of the hydatid complement-fixation 
test was positive in 55 per cent of those in whom 
it was performed; however, a positive result did 
not necessarily prove that the rounded shadow 
in the lung was a hydatid cyst. In nine patients, 
microscopic examination of the sputum showed 
some hydatid elements. 

Significant eosinophilia was present in 20 per 
cent of these patients. Diagnostic bronchoscopy 
was performed in 11] patients; in nine of these, 
congestion of the bronchial mucosa was the only 
abnormality observed. Bronchograms were made 
in only four instances; in one the dye was shown 
entering a cyst, and in two displacement of 
bronchi was observed. In 72.5 per cent of the 
patients, abnormal physical signs in the respira- 
tory system were recorded, but these were not 
diagnostic. 

The authors stated that if a pleural effusion 
occurs, the fluid should be examined for hydatid 
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elements and for eosinophilia. They believe that 
every hydatid cyst should be surgically removed 
as soon as diagnosed, since the danger of thora- 
cotomy is less than that of spontaneous rupture. 
Excision of the cyst with obliteration of the cav- 
ity is the standard procedure. 

Hydatid disease could be easily prevented by 
simple measures which break the life cycle of the 
parasite and prevent human infestation. How- 
ever, in the last 30 years there has been no de- 
crease in the incidence of infestation in sheep 
or dogs and no decline in the number of patients 
with this disease treated at the Royal Prince Al- 
fred Hospital. 


AUSTRIA 


Therapeutic pseudo- 
pregnancy—lIn a lecture 
to the Austrian Society 
for Gynecology and Ob- 
stetrics, Dr. W. Hofhansl 
stated that a pseudopreg- 
nancy (false pregnancy ) 
can be produced by administering luteotropic 
chorionic gonadotropin or a combination of 
progesterone and estrogens. The procedure af- 
fects both the uterus and the endocrine system. 
Patients must be selected carefully for such ther- 
apy. Dr. Hofhansl believes it is justifiable only 
in cases of primary sterility and of amenorrhea, 
and that it should be used only as a last resort 
after all other treatment has proved ineffective. 

Dr. Hofhansl reported on employing pseudo- 
pregnancy in 44 patients over a period of three 
and one-half years. Production of the pseudo- 
pregnancy required about seven weeks. During 
this period, depot hormones were given in in- 
creasing doses until a total of 2,880 mg. depot 
PROLUTON® and 70 to 80 mg. depot PROGYNON® 
had been given. Although the episodes of bleed- 
ing after the pseudopregnancy were irregular, 
they had a certain concordance. The procedure 
also had a beneficial effect on secondary symp- 
toms such as hypoplasia of the uterus and dys- 
menorrhea. In many cases, Primosiston was given 
after the pseudopregnancy in order to control 
the resultant hemorrhage and to obtain early 
regularity of menstrual periods. 

Nine of 26 women with primary sterility be- 
came pregnant within five to eight months after 
the pseudopregnancy. Of 36 patients who had 
had recurrent secondary amenorrhea of at least 
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five months’ duration, 14 were cured by the pro- 
cedure, seven received no benefit, and 15 are stil! 
being treated. The procedure caused an average 
enlargement of 2 cm. in the size of the uterus in 
42 women who had uterine hypoplasia. This en- 
largement can be expected to be permanent. 
Fourteen of 18 women with dysmenorrhea ob- 
tained relief for from five to seven menstrual 
periods following the pseudopregnancy; how- 
ever, the dysmenorrhea then gradually returned. 
In almost all patients, the endometrium under- 
went decidual transformation. 

Dr. E. Heissenberger reported on the use of 
pseudopregnancy in a 1714 year old girl who 
had hypoplasia of the uterus and oligomenor- 
rhea. Although the uterus did not increase sub- 
stantially in size, the secondary sex characters 
became more marked. Toward the end of treat- 
ment, pigmentation similar to chloasma uterinum 
appeared on the patient’s face. 

To illustrate the dangers of pseudopregnancy, 
Dr. E. Gitsch told of a 25 year old woman who 
was treated by another physician for a hypo- 
plastic uterus. The uterus before treatment meas- 
ured 51% cm. in length, and the patient had a 
biphasic menstrual cycle. A pseudopregnancy 
was induced according to Kaiser’s method. 
Marked bleeding with desquamation occurred 14 
days after the last injection and lasted eight 
days. Amenorrhea then developed, and the pa- 
tient’s temperature became subnormal. This con- 
dition continued for four months, at which time 
the patient was seen by Dr. Gitsch. The uterus 
then measured 6 cm. in length. Intensive use of 
the follicle hormone for several weeks produced 
continued cessation of the gonadotropic cycle in 
this patient. 


BRAZIL 


Tuberculosis and 
ventricular aneurysm 
—Although tuberculosis 
is not usually cited as 
a cause of ventricular 
aneurysm, Drs. J. F. 





BRASILIA 
Carneiro and N. B. Reis ‘ 
have reported nine cases 

of an aneurysm of the 

left ventricle in which 

tuberculosis was the indisputable cause and six 
cases in which it was a likely cause. Caseous 
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All these treatment facilities are yours with this 
one compact, dependable Gomco unit. Precision 
gauges and regulator valves insure accurate con- 
trol. Easily-cleaned cabinet is available in hand- 
some Gomco Lumitone® baked enamel finish. 


Corrosion-resistant fittings are chrome-plated. 
Cabinet provides ample space for all accessories. 
Motor and pump are rubber-mounted for quiet, 
vibration-free operation. 

Phone your dealer for a demonstration of the 
Gomco No. 1003 Suction and Pressure Unit. 





Busy Practitioner! 

















STANDARD EQUIPMENT INCLUDES: 


Gomco Safety Overflow Valve—If suction bottle acci- 
dently becomes flooded, liquid in line automatically 
actuates a valve which closes to protect pump from 
damage. 


ACCESSORIES—Silk-covered spray tube with connec- 
tion for spray bottles, suction tubing and five 2-oz. 
salt-mouth bottles. 








GOMCO SURGICAL MANUFACTURING CORP. 


846-M E. Ferry St., Buffalo 11, N.Y. 


Distributed Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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lymph nodes were found in the mediastinum in 
all patients concerned. 

Visceral tuberculosis and tuberculosis of the 
lymphatic glands frequently are found at post- 
mortem examination of patients with a ventricu- 
lar aneurysm of obscure cause in whom there is 
no evidence of a coronary occlusion. A common 
site of such aneurysms is the region of the mitro- 
aortic ring of the posterolateral surface of the 
ventricle. The diagnosis of aneurysms caused by 
tuberculosis usually has been made post mortem, 
but Drs. Carneiro and Reis have reported on 
three cases of calcified ventricular aneurysms in 
which the clinical findings, histories and follow- 
up observations showed that coronary sclerosis 
was not present and that tuberculosis was the 
etiologic factor. 

Aneurysms of the left ventricle may rupture 
and cause death or may persist and eventually 
show a ring of calcification. These rings often 
have been wrongly interpreted as echinococcus 
cysts of the myocardium, and cases of calcified 
ventricular aneurysm have been incorrectly diag- 
nosed as hydatidosis. 

This report appeared in the Anais da Facul- 
dade de medicina de Pérto Alegre. 

Electroshock therapy—In the Revista pau- 
lista de medicina, Drs. H. B. Diniz and A. Benini 
have reported on a technic for administering elec- 
troshock therapy to outpatients. 

Because many patients fear shock and because 
good results cannot be expected until a complete 
series of treatments has been given, electroshock 
therapy has hitherto been administered only to 
hospitalized patients. Drs. Diniz and Benini have 
made possible the administration of electroshock 
therapy to outpatients by giving thiobarbiturate 
to induce a preshock sleep. Only 0.1 per cent of 
outpatients treated over a period of five years 
experienced either fear of shock or postcrisis 
psychomotor agitation. Most of these patients 
completed treatment; in 21.8 per cent treatment 
was abandoned for various reasons. 

Electroshock therapy was administered with- 
out complication to 47 patients with hyperten- 
sion, 44 with neurologic disorders, five with car- 
diovascular disease, and two with disease of the 
lungs. Auricular fibrillation and cerebral embo- 
lism developed in one patient who had aortic in- 
sufficiency. The administration of electroshock 
therapy or thiobarbiturate or both was respon- 
sible for vertebral fractures in three patients, de- 
velopment of jaundice in one, and spontaneous 
convulsion in one; in each instance treatment 


was interrupted. Studies of blood pressure and 
pulse and electrocardiographic studies showed no 
alterations which would justify interrupting treat- 
ment in the remaining patients. No deaths re- 
sulted from the administration of electroshock 
therapy to this series of outpatients. 


ENGLAND 


Chronic pyelone- 
phritis—It is doubtful if 
the results of treating es- 
tablished chronic pyelone- 
phritis have appreciably 
improved since the intro- 
duction of antibiotics and 
chemotherapeutic drugs. 
When advanced renal 
scarring is present, it is obvious that antibac- 
terial therapy cannot reverse the lesions. For that 
matter, it is uncertain if even successful control 
of infection has much influence on the progres- 
sion of chronic pyelonephritis when it has reached 
a certain stage. 





In a symposium on genitourinary disorders in 
the Practitioner, Dr. A. R. Harrison, St. Peter’s 
Hospital, London, has stated that when bacteri- 
ologic studies reveal that active infection is pres- 
ent an attempt must be made to eradicate or, at 
least, control it. In most cases it is possible to 
sterilize the urine by the use of appropriate anti- 
biotic or chemotherapeutic drugs, but this does 
not represent a cure. 

Numerous studies show that relapses are com- 
mon, particularly when chronic pyelonephritis is 
a complication of other lesions of the urinary 
tract. Relapses may be due to the same organism, 
to the emergence of resistant strains of that or- 
ganism, or to entirely different bacteria. We do 
not know whether these relapses represent a true 
reinfection of the kidney from some reservoir 
such as the colon or whether they result from 
failure to eradicate organisms from the renal 
tissue. There is little doubt that some relapses 
are due either to the use of inadequate doses of 
antibacterial drugs or to insufficiently prolonged 
treatment. If chronic pyelonephritis is believed 
to be an interstitial infection of the renal tissue, 
then any antibiotic or sulfonamide must be given 
in amounts appropriate for treatment of any 
tissue infection. It is easy to sterilize the urine 
and presumably to eradicate surface infection of 
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Three of these women have vaginitis (trichomonal, monilial 
or mixed). Only comprehensive therapy can reach all three. 


For every 2 cases of vaginitis caused by Trichomonas vaginalis alone, there is usually 1 case caused by 
Candida (Monilia) albicans, Haemophilus vaginalis, or mixed infection involving several pathogens.'-* 





You can reach all of these vaginitis patients with the comprehensive vaginal preparation effective against 
C. albicans, H. vaginalis and other bacterial pathogens, in addition to T. vaginalis. 


1. Powper for weekly application in your office: Furoxone® (furazolidone) 0.1% and Micorur® (nifuroxime) 0.5%, in an acidic water- 
dispersible base. 15 Gm. plastic squeeze bottle. 2. Suppostrories for continued home use: first week 1 in the morning and 1 on retiring. 
After first week, 1 at night may suffice. Continue treatment during menses and throughout menstrual cycle and for several days there- 
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Medicine From Abroad 


the urinary tract with quite small doses of those 
antibacterial drugs which are excreted in the 
urine in high concentration. This, however, is not 
the aim of treatment. Nevertheless, long-term, 
so-called suppressive chemotherapy may be of 
value in cases in which the kidney is constantly 
being reinfected by the urine. 

Most cases of pyelonephritis are associated 
with other disorders of the urinary tract. Not all 
of these can be corrected by surgery, nor is an 
operation for the relief of obstruction necessarily 
followed by the disappearance of infection. 
Nevertheless, all patients with persistent or recur- 
rent infection should undergo a thorough uro- 
logic examination, for the difficulties of eradi- 
cating infection in the continued presence of 
other renal or urinary tract lesions are almost 
insurmountable. 

Erythema nodosum—tThe disease erythema 
nodosum was named and described by Dr. Rob- 
ert Willan in 1808. We are still undecided about 
its pathogenesis, confused on the relative fre- 
quency of its different causes, and have no better 
treatment than the Peruvian bark advocated by 
Willan. 

In the British Medical Journal, Dr. Geraint 
James, Royal Northern Hospital, London, has 
published a careful study of 170 patients with 
erythema nodosum observed between 1950 and 
1959. He stated that the disease has a seasonal 
incidence, occurring most often in the spring. 
It is three times more common in women, par- 
ticularly affecting those of childbearing age. 
Polyarthralgia commonly precedes or accom- 
panies it. 

Of the 170 patients studied by Dr. James, 126 
had evidence of sarcoidosis, and 21 had various 
infections; in the remaining 23, the cause was 
unknown. Evidence delineating the sarcoidosis 
group included bilateral hilar lymphadenopathy, 
positive results of Nickerson-Kveim tests, and 
other histologic evidence of sarcoid tissue. Strep- 
tococcal infection was suggested by raised and 
changing serum antistreptolysin titers. Tubercu- 
losis, pneumonia, a dental abscess, and acute 
colitis were uncommon concomitants. Since ery- 
thema nodosum itself affords no clue to the cause, 
the most informative investigations for distin- 
guishing contributory factors include a chest 
x-ray, the Nickerson-Kveim test, the antistrep- 
tolysin titer and the Mantoux test. 

Irrespective of the causes observed in this 
series, the prognosis of erythema nodosum and 
its associated clinical and radiologic abnormal- 


A-52 


ities is excellent. Since spontaneous recovery is 
the rule, there is rarely any indication for special 
treatment. 
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Amebic granuloma 
—L. Szymanski and Z. 
Teva, Kaplan Hospital, 
Rehovot, have reported 
on 22 cases of amebic 
granuloma (ameboma) 
of the colon. This un- 
usual complication of 
amebiasis frequently 
causes diagnostic prob- 
lems. An acute condition 
of the abdomen was the initial diagnosis in nine 
patients in this series, and six patients underwent 
operation for suspected acute appendicitis. In 
several patients, barium enema studies aroused 
suspicion of carcinoma of the colon. 

The most common presenting symptom was 
severe abdominal pain, and tenderness in the 
right iliac fossa was noted frequently. Only eight 
patients had diarrhea; amebas were found in the 
stools of 10 patients. Three patients had a history 
of previous amebiasis. 

Administration of emetine is the treatment of 
choice for amebic granuloma. Surgery should be 
performed only as an emergency measure for 
certain complications, as it may have grave and 
sometimes fatal results. 

Familial Mediterranean fever—tIn a pre- 
liminary report on immunologic findings in fa- 
milial Mediterranean fever, A. Shachter-Many, 
M. Pras, E. Sohar, H. Heller, E. Eilan and J. 
Kedar have presented the results of a study in 
which rabbits were immunized with a substance 
from the lardaceous spleen of a patient with fa- 
milial Mediterranean fever. The antiserum ob- 
tained was tested by the agar-gel diffusion tech- 
nic against the serums of patients with this 
disease. A specific, additional band was seen in 
50 of 51 cases, whereas positive findings were 
noted in only four of 153 control subjects, two 
of whom were suspected of having familial Medi- 
terranean fever. The diagnostic value of this test 
is apparent; however, it still is not clear whether 
the result is a direct expression of the genetic 
biochemical deviation or whether it is a response 
to the clinical manifestations of the disease. 

These reports appeared in Harefuah. 
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Toxoplasmosis 


In 1922 a Czechoslo- 
vak ophthalmologist, 
Janku, described con- 
genital ocular toxoplas- 
mosis, and in 1927 a 
Brazilian ophthalmolo- 
gist, Torres, added a 
second case to the liter- 
ature. It remained for 
Wolfe, Cowan and 
Paige in 1939 to demonstrate a Toxoplasma 
organism in the tissues of an infant with the 
syndrome previously described as congenital 
toxoplasmosis. This syndrome has become 
well known, and pediatricians, neurologists, 
obstetricians, gynecologists and pathologists 
as well as ophthalmologists have contributed 
to knowledge of the entity. It is apparent from 
serologic studies, cultures of blood and histo- 
logic studies of tissue that toxoplasmosis pro- 
duces chorioretinitis, cerebral calcification and 
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The main therapeutic approach to toxo- 
plasmosis is a combination of pyrimetha- 
mine and sulfonamides. 

Wilson’s disease (hepatolenticular degen- 
eration) responds to a copper-poor diet and 
agents that remove copper from the tissues. 
Two new anticholinesterases used to treat 
glaucoma are Phospholine iodide and de- 
mecarium bromide. Compounds to reverse 
the action of anticholinesterases also are 
being studied, e.g., 2-pyridine aldoxime 
methiodide. 

Neostigmine administered locally may help 
control the ocular manifestations of myas- 
thenia gravis and aid in diagnosis. 
Steroids given for systemic diseases may 
produce unusual ocular side effects, and 
some drugs that may be instilled in the 
eye may produce serious systemic disorders. 
Tranquilizers also have produced some un- 
usual complications. 


neurologic symptoms and also that it resem- 
bles erythroblastosis fetalis, a similarity de- 
scribed by Eichenwald in 1956. In addition, 
acute infections with Toxoplasma organisms 
can occur in adults, in whom they often take 
the form of lymphadenopathy. 





TABLE 1 


ConpITIONS IN WHICH SERUM TESTING 
FoR ToxopLasMosis Is INDICATED 





Fever of unknown origin 
Lymphadenopathy 
Infectious mononucleosis 
(Paul-Bunnell test negative) 
Relative lymphocytosis 
Encephalitis 
Serous meningitis 
Exanthema (resembling typhus) 
Chorioretinitis 
Myocarditis 





Toxoplasmosis may be diagnosed by cul- 
turing the organism from the blood or tissue. 
Serologic tests include the Sabin-Feldman test, 
Jacob’s hemagglutination test, the O’Connor 
precipitation test, and a complement-fixation 
test. Frenkel introduced a skin test. 

It is advisable to suspect toxoplasmosis 
when a patient presents any of the signs listed 
in table 1. A fever of unknown origin, lym- 
phadenopathy (particularly when you suspect 
infectious mononucleosis and the Paul-Bunnell 
test yields negative results), encephalitis, un- 
explained exanthema (particularly with chori- 
oretinitis ), or myocarditis for which a definite 
cause cannot be established should be an indi- 
cation for Sabin-Feldman dye tests or Jacob’s 
hemagglutination tests as well as skin tests. 

Therapy for toxoplasmosis is available and 
consists largely of the use of sulfonamides, 
which have been shown by Eyles and Cole- 
man, Kass and Finland, Warren and Sabin, 
and other investigators to be effective in ex- 
perimental animals. At present, although the 
sulfonamides and some of the antibiotics may 
be effective against toxoplasmosis, the most 
commonly employed combination of drugs is 
DARAPRIM® (pyrimethamine) and _ sulfona- 
mides. Initially a “priming” dose of 100 to 
150 mg. of Daraprim is given; a dose of 100 
mg. is given the second day. Maintenance 
doses of 75 or 50 mg. are continued for sev- 
eral weeks. Because Daraprim is a toxic agent 
that interferes with metabolism of folic acid, 
the blood picture must be watched closely. If 
a disturbance in the blood picture occurs, 
folinic acid (LEUCOVORIN®) can be adminis- 
tered or Daraprim can be discontinued. Trans- 
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TABLE 2 


REGIMEN FOR TREATMENT OF WILSON’s DISEASE 
(HEPATOLENTICULAR DEGENERATION) 





To minimize absorption of copper: 
1. Copper-poor diet 
2. Potassium sulfide, 20 mg. with each meal 


To promote urinary excretion of copper: 


1. Penicillamine, 1 to 4 gm. daily, in divided doses 
(empty stomach) 





fusions may be advisable if the disturbance 
is severe. 

Unfortunately, Daraprim and sulfonamides 
do not clear up all toxoplasmatic infections, 
for some are not due to active multiplication 
and growth of organisms but rather represent 
exacerbations of a pre-existing infection that 
has become encysted and is leaking toxic ma- 
terial into the eye or other tissue in which 
it resides. So we are searching for better 
antibiotics and better chemotherapeutic sub- 
stances effective in Toxoplasma infections 
as well as for a means of controlling hyper- 
sensitivity reactions to toxoplasmin. Spiramy- 
cin, one of the newer antibiotics, seems to 
have some efficacy against toxoplasmosis, but 
this has not been proved. 


Wilson’s Disease (Hepatolenticular 
Degeneration ) 


Another entity seen in ophthalmologic prac- 
tice (albeit rarely) for which therapy has been 
poor in the past is Wilson’s disease or hepa- 
tolenticular degeneration. You are familiar 
with the neurologic signs of this disease and 
with the fact that a colored ring (Kayser- 
Fleischer ring) appears on the back of the 
cornea. For years it was thought that this 
represented a deposition of certain metals, 
and most recently it has been considered a 
deposition of copper. Perhaps there is some 
fault in the metabolism of copper or in its 
transport. There may be an inadequacy of 
ceruloplasmin to carry the copper and keep 
it from being deposited in the tissues. 

A therapeutic regimen for Wilson’s disease 
(table 2) should include reduction of dietary 
copper and administration of substances such 
as potassium sulfide to remove copper from 
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the gastrointestinal tract. To promote removal 
of copper from the tissues, penicillamine may 
be given orally (1 to 4 gm. daily). BAL 
(dimercaprol) also may be useful for this 
purpose but the intramuscular injections must 
be given daily, and hence preference is given 
to penicillamine, which can be administered 
orally. Some of the cation exchange resins 
also help remove copper from the tissues. With 
this type of regimen it has been possible to 
show a clearance of the Kayser-Fleischer ring, 
demonstrating the loss of copper from this 
tissue. Patients who have been followed for 
about five years have had definite improve- 
ment of neurologic symptoms as well as of 
the eye findings. 


Complications of Tranquilizers 


Tranquilizers are used in ophthalmology 
to enhance analgesia, to allay anxiety, and as 
preoperative and postoperative medication. 
Many complications of their use have been 
encountered. In addition to the familiar ones, 
a rather peculiar group of extrapyramidal 
symptoms have been noted in association with 
the phenothiazine derivatives such as COM- 
PAZINE® and TRILAFON® (figure 1). These 
symptoms usually appear after the drug has 
been given for a number of days, but the 
young lad shown in figure 1 received only a 
single dose of Compazine. We have seen the 
same picture in an adult (30 years) follow- 
ing administration of Trilafon. It must, of 
course, be differentiated from other disturb- 
ances that might involve the central nervous 
system. The boy illustrated in figure 1 had an 
oculogyric crisis, rhythmic motions of the 
hands, and a cogwheel type of rigidity. The 
symptoms clear when the drug is withdrawn; 
barbiturates sometimes can be helpful in the 
acute phase. 


Side Effects of Steroids 


The steroids produce many side effects that 
are familiar to all physicians. However, in 
ophthalmology we see certain complications 
of steroid therapy that are less well known. 
Local use of steroids can aggravate dendritic 
keratitis, an inflammation of the cornea due 
to invasion of the virus of herpes simplex, 
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FIGURE 1. Oculogyric crisis, rhythmic motions of the 
hands, and cogwheel type of rigidity following adminis- 
tration of a single dose of Compazine. 


to the point of perforation and loss of visual 
function. One must guard against the use of 
steroids in herpetic keratitis and also against 
the indiscriminate application of steroids in 
the cul-de-sac in patients who do not have 
this disease, for herpetic keratitis can develop 
very readily in an eye overtreated with 
steroids. 

Prolonged use of prednisolone ointment in 
the eye may be followed by a punctate stain- 
ing of the cornea and little breaks in the 
corneal epithelium which disappear when the 
use of prednisolone is stopped. One can read- 
ily understand how these epithelial breaks can 
destroy the barrier to viral and fungous in- 
fections of the cornea. 

Another complication of long-continued use 
of steroids has been described by Von Sallman 
and Bunim in patients with rheumatoid arthri- 
tis who have taken steroids for months or 
years. It is a subcapsular opacity of the lens, 
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TABLE 3 


Locat OcuLar Drucs INDUCING 
[ATROGENIC SYSTEMIC DISORDERS 





Adrenergic agents (phenylephrine, epinephrine) 

Cholinergic blocking agents (atropine, scopolamine) 

Antibiotics (penicillin) 

Anesthetics (cocaine) 

Anticholinesterases (BC 48 or HUMORSOL®; 
PHOSPHOLINE® or 217-MI) 





said to be visible with an ophthalmoscope. 
This change in the lens does not produce 
visual loss in the early stage. The patients 
have not been followed for a long enough 
period for it to be known whether or not the 
opacity of the lens will progress to visual loss, 
but certainly if you find that one of your 
patients who has been taking steroids for a 
long period has this change you will have to 
re-evaluate the necessity for using steroids. It 
is not an absolute contraindication to steroid 
therapy, for it does not necessarily impair 
visual acuity and it has not progressed when 
steroids have been discontinued. 

Elevation of intracranial pressure has been 
observed in asthmatic children treated with 
triamcinolone. Two patients who had been 
given prednisolone for one and for two and 
one-half years, respectively, were switched to 
triamcinolone and in a few months exhibited 
retinal hemorrhage and papilledema. 


Serious Systemic Disorders Produced by 
Locally Administered Ophthalmic Drugs 


You are familiar with the necessity for 
alertness in the use of anticholinergic drugs 
in treatment of peptic ulcers. Such a drug can 
precipitate a rise in intraocular pressure, par- 
ticularly in patients who have narrow angles 
in the anterior chambers and are predisposed 
to angle-closure glaucoma. You are also aware 
that antihypertensive drugs that reduce blood 
pressure precipitously may produce visual loss 
by closure of the central retinal arteries, lead- 
ing to inadequate blood supply to the retina. 
Gordon Bruce and other writers have reported 
cases of this sort, particularly when ganglionic 
blocking agents have been used. Some drugs 
that may be instilled in the eye, on the other 
hand, may produce serious systemic disorders 
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(table 3). For example, cerebral accidents 
(subarachnoid hemorrhage, hemiplegia) have 
occurred following subconjunctival injection 
of NEO-SYNEPHRINE® (phenylephrine) in an 
attempt to break up synechiae and dilate the 
pupil. You are familiar with the flushing and 
other systemic anticholinergic effects in chil- 
dren in whom atropine is applied topically 
for refractive purposes. Patients who instill 
scopolamine in the eye once or twice a day 
after an intraocular surgical procedure may 
have bizarre psychiatric symptoms of con- 
fusion, disorientation and indecisiveness and 
may be referred to a psychiatrist unless care 
is taken in eliciting a history of use of the 
preparation. 

Antibiotics used locally can produce sensi- 
tivity that may endanger the patient when the 
drugs are later given systemically. Cocaine no 
longer is used for ophthalmic purposes be- 
cause of idiosyncrasies to it; this drug can 
bring about mental confusion, headaches and 
collapse, and it also produces significant 
corneal epithelial disturbance. 


Anticholinesterases in Treatment 
of Glaucoma 


Recently, powerful anticholinesterases have 
been used for treatment of glaucoma. Within 
the past 10 years DFP (diisopropyl fluoro- 
phosphate) has become an important drug in 
the control of this disease.-It is unstable in 
water and requires an anhydrous peanut oil 
vehicle. Within the past three years two new 
drugs have been introduced for the control 
of glaucoma. PHOSPHOLINE® iodide (also 
known as echothiophate) has an advantage 
over DFP in that it is stable in water and thus 
does not require an anhydrous vehicle. It is a 
long-acting anticholinesterase and is useful in 
glaucoma. Demecarium bromide (BC 48 or 
HUMORSOL® is also a long-acting anticholin- 
esterase, but its structure is different from 
that of Phospholine iodide. 

Because repeated instillations of these drugs 
into the cul-de-sac must be made over months 
and years to control intraocular pressure and 
prevent visual loss, it is possible that enough 
of the agents will be absorbed into the system 
to produce effects due to suppression of cholin- 
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FIGURE 2. Positive response 
to Prostigmine applied lo- 
cally as a test for myas- 
thenia gravis. After instil- 
lation of Prostigmine in 
right eye, ptosis improved. 





esterase in the red blood cells and in the 
plasma. Measurements of the values for cholin- 
esterase in normal and glaucomatous patients 
and in patients who received DFP (0.25 and 
0.05 per cent solutions) for several months 
have demonstrated that the DFP did not de- 
press the red cell cholinesterase appreciably. 
When eserine is used locally, there may be 
significant depression of the cholinesterase 
in an occasional patient. With demecarium 
bromide (Humorsol), significant depression 
of the cholinesterase was observed in many 
patients after three months of therapy. A large 
number of the patients who received Phos- 
pholine iodide (echothiophate) had depressed 
cholinesterase values. 

These findings do not mean necessarily that 
all the patients whose cholinesterase values 
are depressed will have symptoms resulting 
therefrom, but some of them will. A variety 
of symptoms are noted, involving the bron- 
chial tree and gastrointestinal: tract, all due 
to overactivity of the parasympathomimetic 
system consequent to inhibition of the enzyme 
cholinesterase, which allows acetylcholine to 
act for a longer period of time and to a greater 
extent. These are simply the symptoms one 
would see with overstimulation of the para- 
sympathomimetic system. There have been 
two cases reported in which patients who 
had been taking anticholinesterases for glau- 
coma underwent laparotomy on the basis of 
symptoms that pointed in this direction. Occa- 
sional patients have become mentally confused 
when they have taken these drugs for a pro- 
longed period. 

It is important to realize that although these 
agents all are labeled anticholinesterases they 
do not all act in the same way. PROSTIGMINE®, 
for example, has a short, reversible union with 
the enzyme. In myasthenia, Prostigmine is 
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more dramatically effective than eserine or 
DFP. Prostigmine causes depression of the 
central nervous system; eserine or DFP causes 
excitation. The latter effect may be related to 
the lipid solubility. Prior instillation of Pro- 
stigmine or eserine blocks the action of DFP, 
whereas if DFP is employed first, followed 
by eserine or Prostigmine, the action is en- 
hanced. Duration of action and the kind of 
cholinesterase inhibited also are different. 
Demecarium bromide (BC 48) inhibits spe- 
cific cholinesterase; DFP and Phospholine 
iodide inhibit both specific and nonspecific 
cholinesterase, mostly the latter. All increase 
the facility of outflow, which is the main mech- 
anism by which lower intraocular pressure is 
effected. 

Compounds are being investigated that can 
reverse the action of the anticholinesterases. 
These are the oximes. Most proniising is 2- 
PAM or 2-pyridine aldoxime methiodide. This 
compound, given by subconjunctival injec- 
tion, can overcome the cholinesterase-inhibit- 
ing effect of some of these strong agents such 
as Phospholine. Protopam iodide or protopam 
chloride given subconjunctivally can definite- 


TABLE 4 


SomME OcuLar CONDITIONS FOR 
Wuicu Drucs Are NEEDED 





Viral infection, particularly herpes simplex 

3acterial and fungous infection 

Cataracts (prophylaxis and therapy) 

Glaucoma (prophylaxis and therapy) 

Ocular malignancy 

Ocular circulatory disorders (restoration of arterial and 
venous circulation) 

Hemorrhage (to facilitate absorption of blood from 
ocular chambers) 

Retinopathies of vascular and metabolic origin (preven- 
tion and reversal of ocular changes in atherosclerosis, 
hypertension, diabetes mellitus) 





561 





ly reverse constriction of the pupil produced 
by eserine, DFP or Phospholine iodide but 
has little effect on miosis induced by deme- 
carium bromide (BC 48). 
Anticholinesterases are important in the 
control of ocular signs of myasthenia gravis. 
2-Pyridine aldoxime methiodide is helpful in 
overcoming overdosage with some of the anti- 
cholinesterases in therapy of myasthenia 
gravis. Often, patients with ocular myasthenia 
do not respond completely to the systemic 
administration of these drugs. Sometimes the 
ocular manifestations, such as ptosis, may re- 
spond to local administration of Prostigmine 
(figure 2). The Prostigmine may be placed 
in the eye as drops of a 5 per cent solution, 
or a pledget of cotton soaked in Prostigmine 
may be put into the cul-de-sac or applied as 
a wet pack over the lid for about 15 minutes. 
This is an uncomplicated way of testing for 
the presence of myasthenia and reduces the 
need for systemic injection of Prostigmine, 
with all its adverse effects, particularly if the 
patient does not have myasthenia. One can 
also use demecarium bromide (BC 48) (0.25 
per cent) as drops in the cul-de-sac for this 
test. If the patient responds, you have achieved 
a positive therapeutic test for myasthenia 
gravis. If the patient does not respond, you 
may not conclude that the patient does not 
have myasthenia but should then test with 
systemically administered Prostigmine. 


Ocular Conditions for Which 
Drugs Are Needed 


I have mentioned a number of conditions 
which may be affected by some of the newer 
drugs used in ophthalmology. There are still 
a number of conditions for which therapeutic 
agents are needed (table 4). 

At present there is no specific therapy for 
ocular viral infections. Vision is lost today 
because of such diseases as dendritic (her- 
petic) keratitis, for which therapy is largely 
nonspecific and includes approaches such as 
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cauterization with iodine or silver nitrate. 
While we do have specific therapy for some 
bacterial and fungous infections, vision still 
is lost because of postoperative infections with 
resistant and virulent bacteria—and certainly 
some vision is lost to fungous infections in 
spite of amphotericin B. 

There is no way to correct cataract except 
by operation. Glaucoma may respond to medi- 
cal and surgical therapy, but preventive ther- 
apy for persons who seem to be predisposed 
to the disease is unavailable. Glaucoma tends 
to have a higher incidence among persons who 
have a family history of the disease, and it 
would be exciting to have some way of stop- 
ping the disease before it becomes established, 
with evidence of definite visual loss. 

The chief treatment for ocular malignancy 
such as retinoblastoma and intraocular mela- 
noma is enucleation. Chemotherapy, photo- 
coagulation and diathermy have not been 
established as superior to radical surgery, al- 
though they offer some hope. 

Inadequacy of ocular circulation, as seen 
in vascular occlusions, and macular degenera- 
tion do not seem to respond convincingly to 
anticoagulants or fibrinolysin. In traumatic 
intraocular hemorrhage and secondary hemor- 
rhage, in addition to the problems of manage- 
ment, there appears to be no favorable method 
of producing rapid absorption of blood from 
the eye. We have to wait for nature to absorb 
the blood, and this predisposes to glaucoma, 
staining of the cornea, and loss of visual 
acuity. 

There is general awareness of the major 
problem of diabetic retinopathy. Much has 
been written about it but little has been done 
actually to reverse the changes in the eye or 
even to prevent this serious complication in 
patients whose diabetes is well controlled. 

There is no doubt that ophthalmology has 
shared and is sharing in the advances in ther- 
apy. Opportunities for future advances in this 
field are myriad. 
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PSYCHOSOMATIC MEDICINE—Seventh of a Series 


The Accident Repeater 


PSYCHIATRIC AND STATISTICAL CONSIDERATIONS 


ALAN A. McLEAN* AND RUSSELL De REAMER} 


nternationa usiness Machines Corporation, | ‘ew ‘ork 
International B Mach Corporation, New York 


Introductory Comment 


Advances in the guarding of physical and 
mental health, together with the increasing speed 
and complexity of modern machines, have 
brought the problems of accident frequency and 
repetition into sharp focus in recent years. Con- 
troversial evidence, oversimplification and “fad 
thinking” about accidents too often confuse our 
efforts at understanding and treatment, as Dr. 
McLean and Mr. De Reamer point out. 

In this brief article, the authors have ably re- 
viewed major research in the field, interpreting 
their findings with a mature scientific perspec- 
tive. Primarily, however, theirs is a clinical ap- 
proach; they see the problems of diagnosis and 
treatment in accidents as no different from those 
of any other ill which befalls mankind. The in- 
dividual as well as the entire situation, personal 
and environmental, emotional and physical, tran- 
sient and prevailing, must be analyzed to deter- 
mine the cause of an accident and prevent its 
recurrence. We know a little about what to look 
for, but we cannot here or elsewhere predict the 
diversities of individuals from the statistics of 
the group. Within this same flexible framework, 
the authors also effectively discuss problems of 
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psychologic injury associated with accidents and 
ways of averting psychoneurotic complications 
in cases of simple stress reaction—Franklin G. 


Ebaugh, M.D.t 


Milan drives as he lives,” concludes McFar- 
land.’ This dramatic statement suggests that 
it is the driver’s personality rather than his 
age, skill or physical fitness which plays the 
main role in accident causation on the high- 
ways. Since personality characteristics are 
relatively stable, one might then expect a 
relatively constant pattern of accident involve- 
ment in each individual. Tillmann and Hobbs” 
tended to support this idea in a provocative 
study of groups of drivers with either high 
or low accident rates. In their study, drivers 
with low accident records were serious, stable, 
well-adjusted individuals with well-integrated 
home backgrounds, while those with high ac- 
cident rates were found to be aggressive and 
unable to tolerate authority at either a paren- 
tal or a community level. 

Relating accident propensity to personality 
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appears to be a recurring theme of studies in 
this field. As early as 1919, Greenwood and 
Woods* demonstrated that the more accidents 
a man had had in the past, the more likely 
he was to have an accident in the future. It was, 
however, with Dunbar and associates’ paper 
in 1936' that there began to develop some 
unanimity of opinion regarding the personal- 
ity characteristics of the injury-prone person- 
ality. Since then, several hundred studies have 
explored further the relation between person- 
ality characteristics and proneness to self- 
injury. One of the most interesting concepts 
has come from LeShan,* who developed the 
concept of the “safety-prone” individual who 
never has an accident. He refreshingly and 
constructively explored the personality charac- 
teristics of the accident-free individual. 

Purely statistical studies have demonstrated 
relations between seasons of the year and the 
incidence of accidental injuries. Length of ex- 
perience in a dangerous job relates to the 
probability of a person’s being injured while 
working on the job. Age and sex are also 
related to the probability of injury. Such re- 
search also notes that accidents tend to occur 
in clusters, not singly, for any given indi- 
vidual or group. 

This paper will focus on observations stem- 
ming from research which relates psychologic 
and environmental factors to accidents and on 
studies of statistical factors in the accident 
syndrome. It is hoped that by combining these 
two sets of observations conclusions may be 
drawn which may be usefully applied in con- 
sidering the apparently accident-prone patient. 
No effort has been made to present a com- 
prehensive review of the literature or to re- 
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port new research findings. Finally, we should 
like to examine the related problem of the 
meaning of the accident to the patient him- 
self, with a view to earlier response to treat- 
ment of the injury. 


Psychologic Studies 


The physician may recognize that some of 
his patients appear more inclined to self-injury 
than others, but does he note this to be a life- 
long pattern? Might not the more observant 
practitioner say, “Yes, I recall Sam Jones, 
who was involved in a whole series of acci- 
dents a few years ago. It was in 1956, I 
believe, just after he got married and while 
he was settling into a new job. | wonder what 
became of Sam’s accident proneness? He 
hasn’t had an accident in the past four years”? 
This physician, too, would find considerable 
support in the literature for the point of view 
that susceptibility to accidents may be episodic 
and related to the individual’s total reaction 
to a life situation. Schulzinger® clearly pointed 
out that some individuals under particular pat- 
terns of stress appear to be more susceptible 
to accidents than are others. McLean‘ con- 
cludes that there are as many accident-prone- 
ness patterns as there are individual accident 
repeaters. 

Most studies of accident repeaters are 
studies of young adults. What happens to 
these supposedly accident-prone people as 
they age? Certainly, they are not all killed in 
accidents. We can only presume that as they 
age chronologically they mature. This con- 
clusion is in accord with Schulzinger’s study, 
which called attention to the frequency of 
seemingly fixed patterns of accident repeti- 
tion occurring only at certain emotionally 
stressful phases of a person’s life. 

In reviewing the literature, students of the 
psychology of accident repetition seem pri- 
marily concerned about the contradictory 
knowledge we have at hand on this subject. 
Unfortunately, the practical clinician must 
utilize what we do know in working with his 
patients who have accidents. From our own 
studies of injuries in the industrial popula- 
tions, we have concluded that the majority of 
accidents encountered are indeed the result of 
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an individual personality interacting with the 
total life situation.“ '® We have not found ex- 
amples of the consistent, lifelong pattern of 
injury repetition. We have seen accidents as 
the result of reaction to stressful life situa- 
tions. We have noted the contribution of en- 
vironmental hazards to accidents. 


Related Factors 


Since there is a relation between types of 
personality and reactions to current stress, 
what are some of the factors which involve 
less stable individuals in patterns of acci- 
dents? If we presume this instability in some 
individuals and think about the situations 
which seem to cause accidents, we may better 
see the problem. There is accident potential 
in every situation. Resting in bed, for exam- 
ple, is loaded with hazards, such as the hazard 
of falling out and the hazard of falling asleep 
with a lighted cigarette. Any individual’s 
ability to cope with these daily threats to his 
existence also varies from time to time, al- 
though the less stable personality may be more 
susceptible to injury. These two sets of factors 

those in the environment and those in the 
must be brought together for any 
accident to happen. It could be said that any- 
one who had an accident must have been, at 
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the time, in a situation of accident potential. 
Yet, a person can be excessively liable to acci- 
dents for a long period without having a high 
record of injury. Between the accident’s ac- 
tually happening and the possibility of its 
happening is an interplay of a great number 
of factors which are difficult to detect. 

In a mechanic with a lengthy record of 
freedom from accident, there developed un- 
expectedly what appeared to be an accident 
habit, with four major and six minor injuries. 
It took little investigation to discover an indi- 
vidual situation involving feelings of guilt 
because of a continuing extramarital affair 
which had its onset just before his first in- 
jury. The close relation between a major con- 
flict and a resulting pattern of self-injury is 
not always as clear as it was here. 

On the other hand, the environment may 
play the cardinal role. Consider the case of 
a young factory worker who was assumed to 
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be accident-prone. We will call him Jim Brown. 
He had nine injuries in four months. One day, 
he had two accidents within an hour. He fell 
over a skid and bruised his leg. Returning to 
work from the clinic, he fell over the same 
skid. Was he injury-liable? Let us look at the 
causes of Jim’s accidents. He fell over a skid 
that had been left in a poorly illuminated aisle 
at a blind corner. After the first accident, no 
one moved the skid. Jim’s attention was divert- 
ed while he was explaining his injury to an 
associate, and he fell over the skid again. 

Now, what about the other seven injuries? 
Two of them were eye injuries. Jim got sand 
in his eyes because his safety glasses had been 
improperly fitted. One injury was a small 
laceration of his little finger. Since he did not 
recall how it happened, perhaps a psychologic 
factor may have been involved. The four re- 
maining injuries were burns on his right fore- 
arm. Investigation revealed that a protective 
flap had been removed from Jim’s automatic 
welder. When asked why he had not reported 
the condition at least after the first burn, Jim 
said, “Oh, I don’t like to bother my boss with 
such little things. The burns didn’t amount to 
very much.” 

Whether or not Jim was accident-prone, 
certainly no one will deny that eight of his 
accidents could have been prevented by safe 
working conditions—keeping skids out of 
aisles, keeping flaps of the welder in place, 
and properly fitted safety glasses. 

Personality, emotional stress, the feeling of 
guilt, and other similar factors can and do 
incubate accidents. Extramarital affairs will 
continue, employees will resent their bosses, 
and the entire population will represent vari- 
ous degrees of maturity. Likewise, stress will 
occur and recur, and people will continue to 
react to it. Merely trying to identify the ac- 
cident-prone individual would be a small part 
of the total accident problem. Environmental 
factors, psychologic characteristics, and indi- 
vidual emotional reactions in intricate com- 
bination must be considered. The important 
point is that no one of these factors should 
be identified as being the principal cause of 
an accident. Obviously, those factors which 
can be controlled most easily deserve primary 
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attention. In other words, for an adequate 
understanding of the accident patient, one 
must consider not only the presenting injury 
but also the environment in which the patient 
was injured and the personality factors which 
were involved. 


Statistical Studies 


As indicated, most people move in and out 
of the accident-prone group according to age, 
emotional status, physical reactions, environ- 
mental factors and other conditions that vary 
with the passage of time. Several studies pin- 
point factors which might statistically increase 
the likelihood of an accident. They deserve 
our attention. Some of the factors which were 
listed by De Reamer® include the following: 

1. Young men have almost twice as many 
injuries as do young women. 

2. More injuries are sustained in summer 
than in winter. The highest number occur in 
June, July and August, the least in February. 

3. Accidents often occur in chain fashion, 
as if one injury acted as a trigger mechanism 
of another injury or series of injuries to an 
individual or to a certain group. 

4, Less-experienced people seem to have 
more accidents than do more-experienced 
people. 

These purely statistical studies provide sig- 
nificant guides to a positive approach to acci- 
dent prevention. These key points emerge: 

1. Attempts to control accidents by identi- 
fying and eliminating so-called accident-prone 
people are of little value. Only a very small 
percentage, if any, of the population can be 
identified as accident-prone all the time. 

2. Awareness of accident potentials should 
be intensified during the summer months. 

3. Both industry and the physician must 
give more attention to the development of 
safety-conscious living habits and attitudes 
during the preschool and school period. Em- 
phasis must be placed on the development of 
safety principles that can be applied to any 
situation. For example, it would seem appro- 
priate to encourage people to pause in a po- 
tentially hazardous situation before they act; 
to assume a situation might change; always to 
have a second line of defense; not to go be- 
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yond the point of no return; and to consider 
their physical, mental and emotional state in 
terms of accident potential. 

4. To prevent the same type of injury from 
recurring, each injury should be analyzed at 
work and in the physician’s office, and sugges- 
tions should be made to correct the immediate 
environmental and psychologic causes of the 
injury if possible. 

5. Another major conclusion to be obtained 
from both the psychologic and the statistical 
studies may seem at first obvious. Accidents 
are caused. The physician’s sensitivity to the 
wide variety of possible causes becomes im- 
portant to him in the treatment of the injury 
and the prevention of future injury to his 
patient. 

On the preventive side, one can work with 
a patient, urging greater awareness of his own 
individual accident potential during times 
when he is disturbed. The postaccident situa- 
tion is useful with many patients as a time 
for counseling toward the prevention of future 
accidents. The avoidance of potentially haz- 
ardous situations when one is emotionally 
disturbed rings with even greater meaning 
following an injury. For instance, it is not 
always necessary for a man to drive an auto- 
mobile immediately after a heated argument 
with his wife, nor is it wise for him to operate 
power tools in the home workshop when he 
is tired and irritable. 


Meaning of an Accident 
to the Patient 


A highly related clinical problem is the 
temporary personality disorders that often ac- 
company or result from accidents and near 
accidents or “close shaves.” The points we 
want to make will mean more if we can weave 
them into an example. 

An electric equipment repairman had been 
employed by the same company for 32 years. 
In all those years, he had never missed a day 
of work because of illness. Then one day, 
through no fault of his, he happened to be 
at the scene of an explosion in the plant. His 
injury was a slight burn on the right forearm. 
One might expect that the man would normal- 
ly have reported to work again within a day 
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or two. But this person was unable to use his 
arm for weeks, even though his injury was 
slight. He felt that he would not be able to 
resume his duties, and he blamed the com- 
pany for his predicament. About four weeks 
after the accident, psychiatric treatment was 
begun, and he was soon able to return to work. 

Drawing on this case, we want to make 
four points. 

1. Although we describe these disorders as 
temporary or transient, such reactions can 
lead to more serious complications, even to 
prolonged emotional disability, unless proper- 
ly treated. 

2. Without some understanding of what the 
accident means to the injured person, simple 
mechanical treatment of the injury itself does 
little to treat the stress reaction. 

3. If we are really going to help such a 
person, we must know more about what hap- 
pened to him; we must know something of 
what is presently going on in his life, as well 
as something about his personality. 

4. The longer we wait before treating this 
type of disorder, the more difficult it is to 
treat; in the meantime, if we allow the in- 
jured person to return to work in this condi- 
tion, we run the risk of exposing him to an- 
other accident. 

We all recognize that any serious injury or 
near injury may injure a person emotionally 
as well as physically, even the healthiest of us. 
A wide variety of symptoms may develop as 
stress reactions, but the following are the 
most frequent characteristics. Whether or not 
the patient sustains a physical injury, charac- 
teristic symptoms of anxiety quite generally 
develop. These may include increasing irrita- 
bility, sensitivity to noise and sudden change, 
repetitive dreams of a dangerous situation, 
and marked fears of returning to the situa- 
tion in which he was overwhelmed." 

These symptoms are, in reality, defenses 
which automatically develop in the individual 
in his struggle to adjust to an overwhelming 
situation, to assimilate a frightful experience 
into his experience. Some of us can adjust 
to these experiences quickly; others cannot. 
We should not confuse these reactions with 
the neuroses and the psychoses. When prompt- 
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ly and adequately treated, these conditions 
clear rapidly. Even without treatment, such 
reactions are relatively transient. However, 
this kind of condition can develop into a psy- 
choneurotic reaction. 

As we have said, reactions to any stressful 
event are determined not only by the event 
but also by the personality of the individual 
involved. The total life situation in which he 
finds himself also gives particular meaning 
to the events which trigger his symptoms. For 
an injury or a “near miss” to trigger such a 
reaction, it must have great personal meaning. 
Therefore, if we are to be of help to such a 
person, we must know something of what is 
presently going on in his life, as well as some- 
thing of his personality. 

Most of us realize, for instance, that we are 
safer drivers when we are cool, calm, sober 
and untroubled. When we are angry at the 
world, upset, or otherwise less controlled in 
our feelings, we become a danger to ourselves 
and to others on the road. 

Looking into the life situation of the re- 
pairman, we find that he was a dependent 
person, passive and quiet, who worked ably 
for one foreman during the 10 years before 
the time his case came to light. His relation 
with his foreman would best be described as 
close. The repairman leaned heavily on an 
authoritative, strong “boss.” 

Three months prior to the accident, the 
repairman’s wife died. He managed to recover 
from this severe personal stress and adjusted 
to his new life in part by clinging to his rela- 
tion at work and to the steadying influence 
of the job itself. The explosion in which he 
was burned slightly seriously injured his fore- 
man, who was unable to resume his duties. 
The major support of the repairman’s life was 
withdrawn. He had become completely de- 
pendent, was angry at the world, and blamed 
his company for his predicament. Psychiatric 
referral was necessary to effect fairly rapid 
improvement and to assist in returning him 
to work. 


Summary 


Research into concepts of accident prone- 
ness has been fruitful. However, in reviewing 
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the literature, students of the psychology of 
accident repetition seem primarily concerned 
about the contradictory nature of the knowl- 
edge we have on this subject. Such studies 
have pinpointed many personality characteris- 
tics which often lead to an accident. 

We must also think about situations which 
seem responsible for accidents to see the prob- 
lem in a clearer light. There is indeed accident 
potential in almost every situation. However, 
two sets of factors—those in the environment 
and those in the individual—must be brought 
together for any accident to happen. Between 
the accident’s actually happening and the pos- 
sibility of its happening is an interplay of a 
great number of factors which in their total 
are often subtle indeed. The effort to under- 
stand all factors responsible for an accident 
becomes of paramount importance in treating 
injuries and preventing future accidents. 

It is our observation that past efforts to 
associate a large number of accidents wholly 
with personality characteristics and conscious 
and unconscious thought processes may have 
been misleading. This does not mean that 
these factors may be ignored; they are impor- 
tant. But, we must give more attention to the 
total accident picture. In some cases psycho- 
logic investigation is indicated, but often the 
simple matter of moving a skid may be the 
more practical solution to accident prevention. 

Finally, a highly related clinical problem 
is the temporary personality disorders that 
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often result from accidents or near accidents. 
A major section of this paper brings this prob- 
lem into sharper focus. 
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NUTRITION IN CLINICAL MEDICINE 


Practical Dietary Control of 
Serum Cholesterol in Free-Living 


American Men Aged 50 to 59 


NORMAN JOLLIFFE AND SEYMOUR H. RINZLER* 
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Iv 1957, the death rate from atherosclerotic 
heart disease per hundred thousand men aged 
50 to 59 years in New York was 616. A public 
health problem may be said to exist when this 
rate exceeds 350 per hundred thousand men.’ 
Keys” has indicated that in all countries and 
communities in which serum cholesterol de- 
terminations in middle-aged men showed an 
average level over 220 mg. per cent, a prob- 
lem of coronary heart disease existed. In com- 
munities in which the average serum choles- 
terol in this age group was below 200 mg. per 
cent, there was no major problem of coronary 
heart disease. 

The rise in serum cholesterol with age, 
noted in adults in the more affluent Western 
cultures, is not inevitable, for it is not found 
in the lean and hungry populations of the 
nonaffluent cultures. It also might be observed 
that in this latter group there is no correspond- 


*Bureau of Nutrition, Department of Health, New York, New York. 
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ing increase in body weight with age, as is 
found in Western cultures.* 

A study by the Public Health Service*’ 
of the population aged 45 to 62 residing in 
Framingham, Massachusetts, revealed that 
men with serum cholesterol levels below 225 
mg. per cent proceeded from normal hearts 
(with relation to coronary heart disease) to 
clinical coronary heart disease at the rate of 
13 per thousand after four years of observa- 
tion at biannual intervals. This is to be com- 
pared with an incidence of 80 per thousand 
per four years in men entering the study with 
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cholesterol levels over 260 mg. per cent. Non- 
obese men revealed an incidence of new at- 
tacks of coronary heart disease amounting to 
28 per thousand per four years; the incidence 
was 57 per thousand per four years in obese 
persons. Hypertensive subjects had an inci- 
dence of 100 new attacks per thousand per- 
sons per four years, compared with 17 in 
normotensive persons. Expressed more con- 
cisely, clinical coronary heart disease devel- 
oped in the over-all Framingham population 
studied at a rate of 43 per thousand per four 
years; it developed in subjects with normal 
cholesterol, normal blood pressure and normal 
weight at a rate of 10 per thousand per four 
years, and in those with two or more abnor- 
malities in the aforementioned parameters at 
a rate of 143 per thousand per four years. 

If the risk of the development of coronary 
heart disease in obese hypercholesteremic men 
aged 45 to 62 years is 14 times greater than 
in men of normal weight with normal choles- 
terol levels, and if diet can alter both of these 
abnormalities, it would follow that a study of 
the attack rate following dietary therapy would 
be of clinical interest. 

In February 1957, the Diet and Coronary 
Heart Disease Study Project of the Bureau 
of Nutrition, Department of Health, City of 
New York, usually known as the Anti-Coro- 
nary Club,°* was originated by an executive 
order of the Commissioner of Health of the 
City of New York. Our over-all objective was 
to investigate a dietary approach to the pre- 
vention of coronary heart disease. This was 
to be done by developing practical diets for 
use by the general public which would be 
nutritionally adequate and palatable, would 
be composed of American foods available in 
every community, and which would lower the 
serum cholesterol level in those free-living, 
ambulatory subjects who modified their diets. 
The main objective would be accomplished 
when we could determine that a favorable 
change in the serum cholesterol level produced 
and maintained by diet was associated with 
a favorable change in morbidity and mortality 
from coronary heart disease, particularly in 
men less than 65 years of age. 

The work of Kinsell and associates’ pro- 
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vided an aid to a practical dietary approach 
which was later confirmed by others;'®' 
namely, that in persons trained in a metabo- 
lism study ward or taught to follow formula 
diets, the substitution of oils high in poly- 
unsaturated fatty acids (corn, cottonseed. 
marine, safflower, soybean, sunflower) for the 
dietary saturated fats would lower the blood 
cholesterol. This permitted us to construct a 
diet in which foods with predominantly satu- 
rated fatty acids (butter, whole-milk cheeses, 
ordinary margarines and hydrogenated short- 
enings) and foods containing them in sig- 
nificant amounts (beef, pork, lamb and eggs) 
are eliminated or reduced in quantity. These 
foods are replaced by those with predomi- 
nantly unsaturated types of fatty acids (vege- 
table oils, fish, most nuts and grains) and 
with leaner meats such as poultry and veal. 
Such a diet, which we term “prudent,” con- 
tains about 30 to 33 per cent of the total 
calories as fat and has a ratio of polyunsatu- 
rated fatty acids to saturated fatty acids (P/S 
ratio) of 1.25 to 1.50 (table 1). 

The overweight subject is placed on a diet 
averaging 1600 calories and containing 19 
per cent of calories as fat. When weight re- 
duction is completed, this diet is transformed 
into the prudent diet by the addition of 45 
gm. of a vegetable oil high in linoleic acid, 
such as corn oil, plus additional calories when 
needed from bread, fruit and vegetables. 


The Prudent Diet 


Instructions for the prudent diet pattern are 
as follows. Consume adequate amounts of 
high-grade protein foods at each meal. The 
sources for these include cottage cheese (pref- 
erably skim-milk cottage cheese), fat-free 
milk, chicken, turkey, veal, leaner cuts of 
beef, mutton, lamb, pork, fish, sea food, and 
egg whites. All visible fat should be removed 
from the meats and poultry. 

Remember, there are 21 meals each week. 
Therefore, from this list, include fresh or 
canned fish or sea food in at least five meals 
each week. Lunch is a good meal for this. Do 
not be limited to the leaner fish; include fat 
fish as well, as they are good sources of poly- 
unsaturated fatty acids. Bake, roast, broil or 
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TABLE 1 


APPROXIMATE COMPOSITION OF THE PRUDENT 
AND THE Repucine Diets 





PRUDENT DIET* | REDUCING DIETY 
NUTRIENT 


(GRAMS) (GRAMS) 
Protein 130-150 | 140 
Carbohydrate | 225-280 | 180 
Fat 66-97 (30-33%) | 33.5 (19%) 


19-21 (7-8%) 


Saturated fatty 
acids 


13.8 (7.8%) 


Monounsaturated | 25-26 (8-9%) 
fatty acids 


11.4 (6.5%) 


Polyunsaturated 20-23 (9-11%) 


fatty acids 


8.3 (4.7%) 


| 
P/S ratio 1.25-1.50 0.6 





2000 to 2700 calories. 
+1600 calories. 


boil meats and poultry. Fish may be fried in 
a high-P/S ratio vegetable oil (corn, cotton- 
seed, saflower, soybean, sunflower). Use veal 
or poultry in four meals each week or oftener. 
Use four 3 to 4 oz. servings of beef, lamb, 
mutton or pork, not exceeding a total of 16 
oz. each week. For the other eight meals each 
week use cottage cheese or egg whites, an 
occasional serving of liver, or additional serv- 
ings of fish, sea food or poultry. Unless in- 
structed otherwise, you may use up to four 
whole eggs each week. 

You may use whole milk for coffee, but 
otherwise restrict the use of milk to nonfat 
varieties, such as fresh or reconstituted skim 
milk, fat-free buttermilk, or evaporated skim 
milk. When instructed, you may emulsify a 
high-P/S ratio oil with your skim milk with 
a high-speed electric mixer. Five and one-half 
cups of cold water, 2 cups of powdered skim 
milk, 244 oz. of vegetable oil (corn, cottonseed 
or peanut), and between 4 and 13 drops of 
butter flavor, depending on individual prefer- 
ence, will make 1144 qt. of “miik.” Directions 
for mixing are as follows: Place the cold water 
in a 2 qt. narrow-mouthed fruit jar. Stir in 
the powdered skim milk. Add the oil and but- 
ter flavor. Attach the beater head of a high- 
speed electric blender to the 2 qt. jar. Blend 
at high speed for seven minutes. 
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The mixture should be stored in the re- 
frigerator. After several hours most: of the 
foam will have settled. In pouring the milk, 
the remaining foam may be held back with 
a tablespoon. Sometimes, a little creamlike 
material will rise to the top of the jar, but 
this can be readily dispersed by shaking. 

When varying the total quantity of the 
recipe, the blending time as well as the in- 
dividual ingredients must be varied in direct 
proportion to the total quantity. Individual 
ingredients may be varied slightly to suit the 
taste. The preparation contains about 23 calo- 
ries per ounce. 

A palatable 20 per cent creamlike material 
which can be used in coffee can be made by 
mixing 1 cup of cold water, 14 cup of skim- 
milk powder, 2 oz. of vegetable oil, and 4 to 
12 drops of butter flavor for two minutes in 
a pint jar.”® 

In addition to the 14 oz. of high-P/S ratio 
vegetable oil used in food preparation, con- 
sume a minimum of 1 oz. of oil at the table 
each day. This may be used in salad dressings 
and on vegetables, emulsified in milk, or add- 
ed to cereals or desserts. All commercially 
available mayonnaise and salad dressings may 
also be used, since they are made with liquid 
salad oils that are high in linoleic acid and 
low in saturated fatty acid content. In addi- 
tion, you may use a 10 gm. pat of a high-P/S 
ratio margarine daily as a table spread. When 
a solid fat is preferred in cooking or baking, 
use a high-P/S ratio margarine or cooking 
fat, preferably one with a P/S ratio of about 
1.5. Never use the conventional, partially hy- 
drogenated types of margarines, cooking fats 
or butter. 

Do not eat butter; conventional, partially 
hydrogenated margarine and shortening; lard 
or cream or foods containing them in large 
amounts, such as most cakes and pastries. In 
place of butter or ordinary or partially hydro- 
genated margarine, use a high-P/S ratio mar- 
garine; in place of shortening, use a high-P/S 
ratio vegetable oil or a high-P/S ratio mar- 
garine, and, in place of cream, use an emulsion 
of a high-P/S ratio oil. 

In over three years’ experience, we have 
found that the more than 600 men partici- 
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pating in this experiment have encountered 
the following difficulties in adhering to the 
prudent diet. 

1. The giving up of pastries made with 
highly saturated fat, such as Danish pastry, 
coffeecake, poundcake, “plain” cake, cookies 
and pies, seems to be a real deprivation for 
many people and causes the most frequent 
difficulty. These products need not be pro- 
hibited for the person whose wife is willing 
to make them with vegetable oil or a linolate- 
rich (high-P/S ratio) margarine. However, 
since most modern housewives do not or will 
not bake their own pastry, the subjects are 
limited to angel cake, spongecake, Holland 
honey cake, almond macaroons and a few 
other low-fat, locally available baked goods. 

2. Limiting the size of portion and fre- 
quency of serving of meats containing high 
proportions of saturated types of fats, such 
as beef, mutton and pork, also is difficult. It 
seems that many men in our affluent society 
have become accustomed to consuming 8, 10 
or 12 oz. portions of these products. In a 
balanced diet containing adequate calories, 
no normal subject needs more than 3 or 4 
oz. of animal flesh daily. This amount twice 
daily is more than adequate, especially when 
skim milk and cottage cheese are included. 

3. Prohibition of ice cream is deprivation 
for many persons, although this ranks well 
below the first two complaints listed. Here, 
water ices, with a very occasional sherbet, 
are the best substitutes. 

4. Restaurant meals present difficulty for 
some people, but this difficulty is more ap- 
parent than real. If a person can afford to 
eat at restaurants where the food is prepared 
to order, no problem exists. In restaurants 
and cafeterias where the food is prepared on 
a large scale, the problem is much greater. 
In the latter case, the entree should be fish. 
sea food or poultry, which should be boiled, 
broiled or baked. The dessert should be limit- 
ed to fruit. 

5. Hard cheeses of all varieties present a 
minor difficulty for a few people. For those 
who must have hard cheese, 1 oz. may be 
substituted occasionally for half of the beef, 
mutton or pork allowance, or this entire al- 
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lowance may be replaced by 2 oz. of cheese. 

Prohibition of butter and whole milk has 
presented no difficulties. Butter is one of the 
easiest foods to replace in the diet, since so 
many substitutes are available, e.g., proper 
margarine, mayonnaise, cottage cheese spreads 
moistened with skim milk, or skim milk mixed 
with vegetable oil. 


Procedures of the Study 


The subjects in this study are male volun- 
teers less than 60 years of age from all seg- 
ments of the New York population who are 
willing to follow our dietary recommendations 
over a long period. They are physically capa- 
ble of participating in the study and have 
sufficient time available during working hours 
to do so. Our workup consists of a thorough 
medical history and physical examination; an 
electrocardiogram; roentgenograms of the 
heart, abdominal aorta and iliac and tibial 
arteries; glucose tolerance tests; and deter- 
mination of control blood cholesterol levels. 
Cholesterol levels are taken at biweekly inter- 
vals during a control period of one to three 
months while the patient follows his usual 
diet. We have called the average of these cho- 
lesterol determinations the bench-mark level. 
In our present study, the control level of serum 
cholesterol for the first 400 men, 50 to 59 
years old, averaged 259.9 mg. per cent, with 
19.5 per cent under 220 mg. per cent and 7.7 
per cent under 200 mg. per cent. 

The laboratory determinations of the blood 
cholesterol require a meticulousness that is 
not always found in many hospitals and com- 
mercial laboratories. A technical error of more 
than 5 per cent should not be accepted, and 
exceptional laboratories with high standards 
can have a technical error as low as 3 per 
cent. On this basis, deviation in blood cho- 
lesterol of 10 per cent or more probably repre- 
sents a significant difference. 

During the control period, a dietary evalua- 
tion is made. At an orientation lecture which 
precedes the subject’s entrance into the study, 
a nutritionist explains in detail the method of 
recording the amount and kind of food and 
beverage consumed for a week. 

There are two parts to our dietary evalua- 


POSTGRADUATE MEDICINE 











~~ 




















Qe rete 


=< 





on. First, a written seven day diet record is 
‘btained from each patient for the week pre- 
eding a diet conference with the nutritionist. 
Secondly, a recall diet, which represents an 
werage week as far back as the patient’s 
memory serves him, is elicited from the pa- 
tient in the presence of and with the assistance 
of his wife. At the diet conference, the written 
record is reviewed with the patient and his 
wife, and food models of known quantities 
are used to help gauge amounts. Recipes are 
reconstructed with the wife, since necessary 
details are often omitted, e.g., the sugar and 
milk in coffee and fats used in food prepara- 
tion. Both recall and record diets are calcu- 
lated in terms of calories and approximate 
composition of protein, carbohydrate, fat and 
various essential minerals and vitamins. 

After the diet record is completed, each 
subject is then classified according to whether 
he is underweight, of normal weight, or over- 
weight. Tables of average weight at age 25 
to 29 years, skin caliper measurements, the 
ruler test and the general appearance’ are 
used as criteria for determining the weight 
status. In general, subjects 15 per cent or 
more above their desirable weight are placed 
on a reducing regimen. 


Results 


The prudent diet is effective in lowering 
the blood cholesterol in about 80 per cent of 
subjects with bench-mark (control) levels in 
the upper third (270 mg. per cent and over), 
in 60 per cent of those in the middle third 
(230 to 269 mg. per cent) and in 30 per cent 
of those in the lower third (under 230 mg. 
per cent). It is thus effective in lowering the 
blood cholesterol in about 70 per cent of 
“high-risk” subjects. The course of serum cho- 
lesterol of 97 men of normal weight aged 50 
to 59 years during the bench-mark period and 
at the end of six months on the diet is marked 
by a fall in cholesterol from the bench-mark 
level of 253 mg. per cent to 224 mg. per cent 
after six months (t = 5.16, significant beyond 
the 1 per cent level). 

The fall in cholesterol has been evaluated 
by dividing the group into thirds. In the high- 
est third, 34 men show a drop from 298 mg. 
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per cent to 253 mg. per cent; in the middle 
third, 32 men show a fall from 249 mg. per 
cent to 224 mg. per cent, while, in the lowest 
third, 31 men show a drop from 207 mg. per 
cent to 191 mg. per cent after six months 
on the prudent diet. The fall in each third 
is significant beyond the 1 per cent level. 
Those patients with a diagnosis of coronary 
artery disease in this group responded the 
same as those with no clinical evidence of 
coronary artery disease but with similar 
bench-mark levels. It is to be noted that 
whereas 25 per cent of the group had a serum 
cholesterol under 220 mg. per cent during the 
control period, this figure rose to 50 per cent 
after six months on the diet. 

Fifty-four men in our 50 to 59 year age 
group have completed one year of adherence 
to the diet. The two highest groups show a 
maintenance of the cholesterol level attained 
at the end of six months, while the lowest 
group shows a small rise in cholesterol level, 
which is not statistically significant at the 
present time. 

Our overweight subjects in the 50 to 59 
year old group comprised a starting group of 
211 men. Of these, 111 (52.6 per cent) ad- 
hered so rigidly to the prescribed reducing 
diet as to achieve a performance index of 85 
or better during the first 10 weeks of observa- 
tion. (The performance index is the ratio of 
the actual to the predicted weight loss.) Their 
average serum cholesterol dropped from 261 
to 225 mg. per cent by the end of six weeks 
and remained level thereafter (t = 6.78, high- 
ly significant). Of the 111 men, 97 reduced 
to desirable levels; 75 have been maintained 
on the prudent diet for at least six months, 
and 56 have been maintained for at least one 
year, with the average serum cholesterol re- 
maining level.’® 

Therefore, with respect to effect on serum 
cholesterol, strict adherence to the prescribed 
reducing diet yielded results in overweight 
men similar to those obtained by the use of 
the prudent diet in men of normal weight. 
Further, maintenance of weight after success- 
ful weight reduction by use of the prudent 
diet serves to maintain the lowered serum cho- 
lesterol level and prevents the rebound experi- 
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enced in the more usual types of reducing and 


maintenance diets.’® *' 

By thirds also, the results in the overweight 
men are similar to those obtained by use of 
the prudent diet among men of normal weight. 
In the upper third, the average serum choles- 
terol level of 307 mg. per cent fell to 260 mg. 
per cent; in the middle third, a level of 257 
mg. per cent fell to 220 mg. per cent, and the 
level of 207 mg. per cent in the lower third 
fell to 189 mg. per cent. The lower limit 
reached by each third corresponds very close- 
ly to its counterpart in the men of normal 
weight. The major point of difference lies in 
the time necessary to achieve the low value. 
Six weeks were required on the reducing diet. 
compared with five to six months on the pru- 
dent diet. It is to be noted that only 21 per 
cent of the overweight group had serum cho- 
lesterols below 220 mg. per cent during the 
control period; after 10 weeks on the pre- 
scribed reducing diet, this figure had doubled 
to 42 per cent. 


Summary 


These results indicate to us that the first 
two objectives of our study have been met: 
namely, that a diet, acceptable and palatable 
to motivated subjects, has been constructed 
to which a majority will adhere and which 
will lower the blood cholesterol significantly, 
if not optimally. The success of this type of 
diet has been confirmed by Stamler.’* 

We now have to consider the effects of these 
results on the attack rate from coronary heart 
disease. Toward this end, we are collecting 
man-years of experience in our study group 
and in a contemporary control group gathered 
from our city cancer detection clinics. These 
control subjects have been chosen because 
they are also health-motivated, albeit toward 
another disease. At our present rate of collec- 
tion of data, we hope to be able to make a 
first examination of our records in approxi- 
mately two years. 


6. 
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EMERGENCY SURGERY FOR GENERAL PHYSICIANS, PART 3 


Pitfalls in Anesthesia for 
kmergency Pediatric Surgery 
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Wecent studies? 
have pointed to an in- 
ordinately high mortal- 
ity rate associated with 
pediatric anesthesia. 
The reason for this 
high mortality rate was 
not always clear. In 
most instances the chil- 
dren were not poor 
operative risks. The JOSEPH J. BUCKLEY 
real tragedy of the 

matter is that most of the deaths occurred in 
children who were good risks and in whom 
the surgical procedures were relatively minor 
and of short duration. Most of the deaths 
were preventable. Many occurred during so- 
called emergency surgery. 

Provision of safe anesthesia in emergency 
situations is always difficult. The problems are 
multiple. The patient frequently is terrified, 
uncommunicative and resistive. The serious- 
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ness and extent of the illness or injury are 
difficult to assess in the face of this lack of 
cooperation, and the history of events pre- 
ceding the emergency, such as ingestion of 
food, is at best usually sketchy. These and 
other considerations help explain the relative- 
ly high incidence of complications encoun- 
tered when anesthesia is administered under 
emergency conditions. 

This paper will review the basic principles 
of management of pediatric anesthesia in 
emergency situations, with specific attention 
to the most common pitfalls. It is my hope 
that it will stimulate the physician to conduct 
a critical analysis of local practices and will 
serve as a guide in establishing safe anes- 
thetic practices in a field which obviously re- 
quires considerable attention if the mortality 
figures are to be improved. 

The pitfalls can be classified under two 
main headings: errors in judgment and errors 
in management. 


Errors in Judgment 


1. Assessment of the urgency of the surgi- 
cal procedure—Actually there are only three 
truly urgent emergencies in pediatric surgery. 





They are respiratory obstruction, uncontrolled 
hemorrhage and severe head injury. Obvious- 
ly these situations must be managed swiftly. 
Most others, however, allow at least some 
time for evaluation of the patient and appli- 
cation of whatever preparative treatment 
seems indicated. The child should not be 
rushed to the operating room from the physi- 
cian’s office or from the emergency room. Too 
often the misguided belief that immediate sur- 
gical treatment is all-important plunges us into 
situations that are unwarranted and danger- 
ous. It is well known that anesthetic com- 
plications occur with much greater frequency 
in patients who are inadequately prepared for 
surgery.” 

The evaluation need not be detailed but 
should include at least the basic requirements 
of a history and physical examination. The 
anesthetist should always have an opportunity 
to assess the patient. The family physician 
may know the patient well and may have 
cared for him since birth, but the person 
responsible for administering the anesthesia 
too often knows little about the patient. Fail- 
ure to obtain an adequate anesthetic history 
frequently leads directly to anesthetic com- 
plications. For example, cyclopropane or 
curare unwittingly administered to an asth- 
matic child may result in an asthmatic attack 
which endangers the life of the child and 
seriously compromises the success of the sur- 
gery. Or barbiturates given for premedication 
or anesthetic management may precipitate a 
paralytic crisis in a patient with porphyria. 
Sufficient time should be allowed to plan the 
anesthetic procedure and to gather the equip- 
ment required to provide the safest anesthesia 
possible under the circumstances. 

Several other benefits accrue from this cal- 
culated “delay.” The child can become ac- 
climated to the hospital surroundings; appro- 
priate sedation can be administered and its 
adequacy judged. 

2. Assessment of the degree of toxicity— 
The mortality statistics referred to earlier cite 
many cases of appendical perforation in chil- 
dren who were otherwise healthy. Severe anes- 
thetic difficulties often arise in such cases and 
the death rate is surprisingly and alarmingly 
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high. If the toxicity which so often accom- 
panies appendical rupture is not recognized 
and treated prior to operation, the patient’s 
ability to withstand the stress of anesthesia 
and surgery is diminished. There is no ques- 
tion that toxicity plus anesthesia is a lethal 
combination and should be avoided whenever 
possible; and if the anesthesia is not conduct- 
ed properly the danger is even greater. 

Three of the best guideposts to the presence 
of significant toxicity are hyperpyrexia (over 
102° F.), dehydration, and tachycardia out 
of proportion to that normally expected in a 
child who is excited and has just been ad- 
mitted to a hospital. These things can be as- 
sessed without intricate laboratory data. Un- 
less the circumstances are desperate, the 
toxicity should be controlled before surgery 
is undertaken. The child should be cooled 
by some means such as ice bags or a cooling 
blanket until the temperature is less than 102° 
F. and until the tachycardia subsides. Some 
form of sedation is usually appropriate as a 
supplement to these steps. 

When tachycardia and hyperpyrexia are 
present, it usually is best to omit the conven- 
tional administration of atropine an hour be- 
fore surgery because this drug may exaggerate 
the tachycardia and the hyperpyrexia. Rather, 
a small intravenous dose should be given when 
the patient is brought to the operating room. 
This will provide the maximal drying effect 
without unnecessary elevation of pulse rate 
prior to the operation. 

3. Assessment of the child’s food intake— 
A third common error in judgment stems from 
difficulty in assessing the child’s recent food 
intake. The mother’s statement can be helpful 
in this regard but is often misleading. She 
can usually describe the child’s menu for the 
last 12 hours and can tell when the child last 
ate a meal. But children are habitual “snack- 
ers,” and the child’s stomach frequently will 
contain other food (apples, popcorn, etc.) 
which the mother does not know about. Re- 
member also that gastric motility ceases al- 
most instantly with the onset of an acute 
illness or injury, so that, although three or 
four hours have passed since the insult, any 
food which was in the stomach at that time 
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‘ill remain undigested and will not pass on 
nto the small bowel for many hours. Thus, 
regurgitation of undigested food is a common 
eaction when an anesthetic is administered. 

The methods usually recommended for 
evacuating the stomach are not very reliable. 
\ nasogastric tube will drain off fluid but will 
not remove the heavy material, the unchewed 
large particles often present in the child’s 
stomach. Emetic drugs such as apomorphine 
are superior since they produce a more pro- 
found and continuous evacuation of the stom- 
ach. However, the nature of the illness or 
injury may preclude the use of either of 
these methods because of the retching and 
struggling that they impose. 


Errors in Management 


1. Failure to prevent aspiration of stomach 
contents—Ignorance of the hazards associ- 
ated with the full stomach is a common pre- 
disposing factor leading to aspiration, but 
frequently this complication is traceable to 
the improper choice of anesthetic agent or 
technic. 

Local or regional anesthetic technics should 
be employed whenever feasible since these 
methods preserve the normal laryngeal reflex 
against foreign material. In infants especially, 
local anesthesia (employing dilute concentra- 
tions) combined with the use of mummying or 
the “gingerbread boy” provides adequate sur- 
gical conditions with complete safety. A very 
useful technic and one that is not difficult 
to apply in most children is the axillary nerve 
block which provides anesthesia of most of 
the branches of the brachial plexus; it is ac- 
complished by injecting an anesthetic agent 
about the axillary artery, which can be pal- 
pated in the axilla close to the lower edge of 
the pectoralis major muscle. All the major 
nerves innervating the arm are clustered about 
the artery at this point and are easily anes- 
thetized. A 25 gauge needle is used, and the 
only discomfort the child experiences is the 
initial pinprick. If the patient is lightly se- 
dated he usually will accept this block with- 
out difficulty. Burnham‘ has described its use 
in children as young as two years. With this 
block it is possible to reduce fractures and 
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repair lacerations of the hand and arm with- 
out endangering the child who has a full 
stomach. 

When general anesthesia is mandatory, en- 
dotracheal intubation is advisable to circum- 
vent the problem of aspiration during surgery. 
Induction of general anesthesia usually will 
not cause vomiting if it is carried out smooth- 
ly and without hypoxemia. The danger of 
vomiting and aspiration is very much greater 
during emergence from anesthesia, and in this 
fact lies the key to the proper use of the 
endotracheal tube in these cases. The tube 
should be left in place until the child has 
reacted fully from the anesthetic, is moving 
about, and is actually trying to remove the 
tube himself. If this is done, there need be 
no fear of vomiting during emergence since 
the presence of the tube in the trachea will 
preclude aspiration of gastric contents. 

If the physician lacks experience with endo- 
tracheal technics, it is advisable not to attempt 
intubation in such cases. Rather, an anesthetic 
technic should be employed which will allow 
for retention of glottic reflex control. This re- 
quires maintenance of a light plane of anes- 
thesia, usually with a gaseous or volatile agent 
(viz., cyclopropane or ether). In this manner, 
even if vomiting occurs, the laryngeal reflexes 
will be sufficiently active to prevent the as- 
piration of regurgitated material into the 
tracheobronchial tree. It should be emphasized 
that only light anesthesia will provide this 
protection. It has been suggested that the 
proper depth of anesthesia is present in these 
circumstances when moderate tone remains 
in the muscles of the arm and the child flexes 
his elbow and wrist joints in response to strong 
surgical stimulation.® The use of the new anti- 
emetic drugs as adjuncts in forestalling vomit- 
ing under these circumstances may prove 
valuable but as yet no reliable data are avail- 
able on this phase of their application. 

“Crash” induction of anesthesia with in- 
travenous barbiturates and relaxants is ex- 
tremely hazardous except in the hands of an 
anesthetist with considerable experience in 
endotracheal intubation. It is not a suitable 
method for the tyro or “occasional” anes- 
thetist, because sudden regurgitation may 
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flood the airway with vomitus, and unless a 
tube can be inserted into the trachea quickly 
the patient may not survive. 

2. Inadequate observation of the patient— 
There is a dangerous tendency for anesthetists 
to become lulled into a false sense of security 
by the relatively wide margin for error that 
exists in the conduction of anesthesia in most 
healthy adults. Excessive anesthetic dosage, 
blood loss, or disturbances of respiration such 
as partial obstruction or depressed ventilation 
usually provoke satisfactory compensatory 
mechanisms in the adult which allow adequate 
time for even a belated correction on the part 
of the physician. In children this is not the 
case. The margin of safety is narrower; such 
diversions from the norm must be prevented 
or dealt with promptly. Therefore the anes- 
thetist cannot afford to be complacent or 
lackadaisical in his observation of the pedi- 
atric patient under anesthesia. 

The signs of anesthesia should be checked 
closely and the plane kept light, as mentioned 
previously. The eye signs, the respiratory rate 
and the muscular tone provide adequate guides 
in judging depth of anesthesia. When anes- 
thetic depth must be increased, this should 
be done slowly, with close attention paid to 
the clinical changes which may accompany 
such an increase. 

The patient’s ventilation should be observed 
carefully. This means, of course, that a patent 
airway, which is all-important in maintenance 
of good ventilation, must be maintained at 
all times. An airway which is partially ob- 
structed increases the work of breathing mark- 
edly and tends to aggravate the pre-existing 
toxicity. Hypercapnia and hypoxemia (the 
ultimate consequences of poor ventilation) 
are well-known predisposing etiologic factors 
in cardiac arrest. Ventilation usually is ade- 
quate if the anesthesia is light and the patient 
is receiving an anesthetic that does not de- 
press respiration excessively. Light ether, 
nitrous oxide and fluether (azeotropic mix- 
ture of fluothane and ether) are the only 
agents which do not depress respiration. 

The circulation must be watched just as 
closely. It is surprising how often infants are 
anesthetized without any attempt being made 
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to measure the blood pressure. While blood 
pressure measurement in infants admittedly 
is difficult, anyone who administers anes- 
thetics to infants should make such measure- 
ments repeatedly; relative changes in blood 
pressure are important in the assessment of 
the patient’s condition during surgery. A small 
stethoscope diaphragm taped over the pre- 
cordium allows the anesthetist to monitor the 
heart rate constantly. A somewhat more re- 
fined and more modern appliance for monitor- 
ing the pulse is the esophageal stethoscope, 
which is simply a catheter with a small rubber 
balloon glued over the ports; it can be in- 
serted via the nose or mouth into the mid- 
esophagus so that it lies directly behind the 
heart. More complex electronic monitoring 
equipment is not necessary. The blood pres- 
sure cuff and stethoscope provide sufficient 
information concerning the child’s circula- 
tion. If these functions are observed frequent- 
ly (continuously, whenever possible) early 
changes will be appreciated and appropriate 
therapy can be applied before serious cardio- 
vascular depression ensues. 

3. Errors in fluid and blood replacement— 
A route for intravenous therapy should be es- 
tablished in every patient who is to receive 
a general anesthetic and who is to undergo 
any extensive surgical procedure. This assures 
a ready route of blood replacement and drug 
therapy. If percutaneous. venipuncture is not 
possible, we perform a cutdown. The little 
additional time and expense involved is a 
small price to pay for the safety provided, and 
unless the procedure to be performed is ex- 
tremely minor I think it is a good investment. 

A graduated buret (figure 1) is useful in 
preventing overhydration of infants. Only a 
small predetermined amount need be placed 
in the buret at one time; this eliminates the 
hazard of inadvertently infusing a larger 
amount from the conventional fluid container. 
A careful appraisal should be made frequently 
of the blood lost during the procedure. The 
sponges used to collect the blood from the 
operative field should be weighed. This is a 
simple and inexpensive way to judge the blood 
loss. By knowing the weight of the dry 
sponges and by weighing them after they are 
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vet, a simple subtraction yields a reasonable 
stimate of the amount of blood lost. The 
lood collected by the suction apparatus 
-hould also be measured if it is significant. 
(he amount which is absorbed on the drapes 
ind gowns must be estimated. 

1, Miscellaneous problems—Finally, some 
of the miscellaneous problems that arise are 
liyperthermia, hypothermia and gastric dis- 
tention. Hyperthermia occurs less frequently 
than it did formerly, since most operating 
rooms today are air-conditioned and the light- 
ing appliances have better heat dispersion. 
When hyperthermia does occur, however, it 
is an insidious and dangerous complication. 
Increased body temperature in an anesthetized 
patient (especially when ether is employed) 
may produce generalized convulsions; this is 
especially likely if carbon dioxide accumula- 
tion has occurred due to hypoventilation. 
These convulsions are extremely lethal. It has 
been estimated that about 50 per cent of chil- 
dren who have severe convulsions under anes- 
thesia do not survive. It is obvious that such 
a serious complication should be prevented 
whenever possible. 

Accidental hypothermia during surgery is 
common nowadays,’ especially when the chest 
or abdomen is opened widely in a cool oper- 
ating room. The body temperature frequently 
will fall to 90 or 91° F. Such: hypothermia 
introduces the hazards of low blood pressure 
and weak and inefficient heart action, and 
causes delayed return to normal feeding pat- 
terns in the postoperative period. Fortunately 
in the presence of such hypothermia the child 
can better tolerate reduced circulation or blood 
pressure, but such conditions are quite un- 
physiologic and should be avoided. The rectal 
temperature should be measured frequently 
or continuously during prolonged surgical 
procedures; preventive measures such as the 
application of hot water bottles or a mechani- 
cal heating-blanket device to maintain the 
child’s temperature are recommended. 

Gastric distention occurring during surgery 
is quite common and in general is poorly 
recognized. Air swallowing occurs in almost 
every child during the early phases of induc- 
tion. The aerodilation usually is increased dur- 
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FIGURE 1. Burets for administration of blood and fluid 
to infants and small children. 


ing maintenance of anesthesia if respirations 
are augmented by pressure on the breathing 
bag. This complication is significant, since the 
child cannot breathe well due to the compres- 
sion that the gastric air places on the dia- 
phragm; carbon dioxide accumulation and its 
sequelae are the obvious results. The treatment 
of this gastric distention is simple and effec- 
tive. A small catheter should be passed into 
the stomach; gentle manual pressure on the 
epigastrium will expel the gastric air. 


Conclusion 


Increased knowledge of fluid and electro- 
lyte balance, improved surgical technics, and 
widespread availability of the antibiotics have 
improved the prognosis in the critically ill 
child immensely. But it is clear that real prog- 
ress in reducing the appalling mortality rate 
that still exists in pediatric surgery hinges on 
improving anesthetic management. 

The points discussed represent the major 
defects in anesthesia for emergency pediatric 
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surgery. Certainly, many more subtle errors 
are committed which, when summated, seri- 
ously compromise the safety of the patient. 

It is the responsibility of every physician 
involved in the surgical care of children, 
whether he administers anesthesia personally 
or whether he simply is responsible for its 
administration, to observe the basic tenets of 
safe management and, above all, to recognize 
the limitations of available personnel and fa- 
cilities. The cases which contributed to the high 
mortality cited were doubtlessly managed in 
good faith; but we are faced with the naked 
fact that the vast majority of these accidents 
and misadventures were preventable. It is ob- 
vious then that we must strive to augment our 
knowledge in this area so that these valuable 
lives may be spared. 
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AMERICAN Cancer Society, INc., New York: Scientific 
session on the physician and the total care of the cancer 
patient, to be held October 23-24 at the Biltmore Hotel. 
For further information, write to: Professional Educa- 
tion Section, American Cancer Society, Inc., 521 West 
57th Street, New York 19. 


AMERICAN COLLEGE OF CHEST PuysIcIANs: Postgraduate 
courses for 1961: 
Cardiopulmonary problems in children, Brown Palace 
Hotel, Denver, July 24-28 
Industrial chest diseases, Warwick Hotel, Philadel- 
phia, September 25-29 
Clinical cardiopulmonary physiology, Sheraton Hotel, 
Chicago, October 23-27 
Recent advances in the diagnosis and treatment of 
heart and lung diseases, Park Sheraton Hotel, New 
York, November 13-17 
Recent advances in diseases of the chest, Statler Hilton 
Hotel, Los Angeles, December 4-8 
For further information, write to: Executive Director, 
American College of Chest Physicians, 112 East Chest- 
nut Street, Chicago 11. 


AMERICAN COLLEGE OF SURGEONS: Meetings in 1962: 
Sectional meetings: 
Surgeons and graduate nurses, Los Angeles, January 
29-February 1 
Detroit, March 5-7 
Memphis, March 26-28 
Washington, D.C., April 16-18 
Annual clinical congress, Atlantic City, October 15-19 
For further information, write to: Dr. William E. Adams, 
Secretary, American College of Surgeons, 40 East Erie 
Street, Chicago 11. 


580 


CANADIAN ASSOCIATION OF PHysicAL MEDICINE AND ReE- 
HABILITATION, SASKATOON, SASKATCHEWAN: Ninth an- 
nual meeting to be held August 24-26, at the Bessborough 
Hotel. For further information, write to: Dr. Maurice 
Mongeau, Office of the Secretary, Canadian Association 
of Physical Medicine and Rehabilitation, 6265 Hudson 
Road, Montreal 26, Quebec. 


INSTITUTE FOR ResEARCH IN Hypnosis, CLEVELAND: 
Workshop on pain, pain control and symptom removal 
to be held at the Sheraton Hotel, October 3, in conjunc- 
tion with the annual meeting of the Society for Clinical 
and Experimental Hypnosis. For’ further information, 
write to: Dr. Arthur H. Wald, Institute for Research in 
Hypnosis, 33 East 65th Street, New York 21. 


U.S. Pustic HeattuH Service Hospitar, CARvILe, 
LoutstaANaA: A 19 minute, 16 mm. sound and color film 
on the management of the leprosy patient is available for 
loan or purchase. To obtain the film on loan, write to: 
Communicable Disease Center, Atlanta 22, Attention: 
Audiovisual. To purchase the film, write to: United 
World Films, Inc., 1445 Park Avenue, New York 29. 


Wortp Forum on SypuHitis AND OTHER TREPONEMA- 
TOSEs, WaAsHINGTON, D.C.: Sponsored by the United 
States Public Health Service and other official agencies 
and voluntary organizations, this meeting will be held 
September 4-8, 1962, at the Sheraton Park Hotel. It will 
immediately precede the meeting of the International 
Congress of Dermatology, to be held September 9-16 at 
the Shoreham Hotel. For further information, write to: 
Dr. William J. Brown, Chairman, Program Committee, 
Venereal Disease Branch, Communicable Disease Center. 
Atlanta 22. 
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 MERGENCY SURGERY FOR GENERAL PHYSICIANS, PART 3 


Acute Arterial Injuries 


OSCAR CREECH, JR.* 


Tulane University School of Medicine, New Orleans 
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‘Tue progress that has been 1ade in the treat- 
ment of arterial injuries closely parallels the 
progress made in treatment of other cardio- 
vascular conditions. As background to my re- 
marks, I would like to present an account of 
the first successful repair of an arterial injury, 
in 1759 at Newcastle upon Tyne, England, by 
a Mr. Hallowell. I am embarrassed to tell you 
that the operation was suggested to Mr. Hal- 
lowell by his associate, a physician named 
Lambert, who reported the case. 

“The case of the aneurysm was indeed curi- 
ous, and I am in hopes will prove useful, but 
I am not too sanguine in its favor till I have 
seen the effects of such an operation confirmed 
by several instances. Till then I would not be 
fond of saying anything of it in print except 
that as few of these inquiries may fall to any 
single man’s share in the ordinary case of 
business, it will, by that means, afford a larger 
field to put evidence upon the trial so as to 
introduce the methods sooner. If this be your 
opinion I have no objection to your giving 
any short account of it you may think proper.” 

In this letter to John Hunter, Dr. Lambert 
wrote further: “I have very carefully attended 
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to the cure of three aneurysms for which the 
operation was performed by my late, worthy 
friend and colleague, Mr. Hallowell. In one 
of them, after the operation was performed 
in the common way by ligature above and 
below the aperture in the artery, such violent 
pain, swelling and inflammation came on as 
to threaten a gangrene. Bleeding, fomentation, 
poultices, and so forth mitigated these symp- 
toms. A plentiful suppuration resulted. The 
wound gradually healed and the patient was 
then discharged from the hospital with a weak 
arm and a pulse much weaker in [one] wrist 
than in the other. This case in particular made 
me turn my mind to the operation for the 
aneurysm and made me wish to see it done 
with some alteration in the method so as to 
make less disturbance in the circulation of the 
part. I recollected all 1 had seen or read of 
the styptics, of pressure, of ligatures, and of 
the cure of hemorrhages. I considered the 
coats and motions of the arteries and com- 
pared their wounds with the wounds of veins 
and other parts. I reflected upon the process 
of nature in the cure of wounds in general 
and considered in particular how the union 
of the parts was brought about in the opera- 
tion of a harelip and in horses’ necks that are 
bled by farriers.” 

The technic that Ambroise Paré introduced 
to treat harelip is shown in figure 1. A short 
steel pin is introduced through the margins 
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FIGURE 1. The method of repairing harelip as described 
by Ambroise Paré was employed in the first arterial re- 
pair. A small steel pin was inserted through the margins 
of the wound and a thread wound around it in figure- 
of-eight fashion to bring the edges of the wound together. 


of the lip and then the margins are brought 
together by wrapping a figure-of-eight suture 
around the pin. This was the technic Lambert 
suggested to Hallowell for treating an injury 
of the brachial artery. His letter to Hunter 
continued: 

“Upon the whole I was in hopes that a suture 
of the wound might be successful and, if so, 
it would certainly be preferable to tying up 
the trunk of the vessel. | communicated my 
thoughts to Mr. Hallowell, Mr. Keenlyside 
and some other friends of the profession. A 
case of aneurysm from bleeding occurred and 
fell to Mr. Hallowell’s lot. I recommended the 
method that I had hinted, and he put it into 
execution June 15, 1759. Everything was done 
in the usual method till the artery was laid 
bare and its wound discovered, and the tour- 
niquet now being slackened, a gush of blood 
per saltum showed there was no deception. 
Next, two ligatures, one above the orifice and 
one below, were passed under the artery that 
they might be ready to be tied at any time if 
the method proposed should fail. Then a small 
steel pin, rather more than a quarter of an 
inch long, was passed through the two lips of 
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the wound in the artery and secured by twist- 
ing a thread around it, as in the harelip. 
[Figure 1.] This was found to stop the bleed- 
ing, upon which the arm was bound up, the 
patient put to bed in order to be kept quiet. 
as is usual in such cases. The wound was first 
dressed on the fourth day, that is June the 
18th, and it looked well for the time and con- 
tinued to heal without interruption in a timely 
manner. 

“If it should be found by experience that 
a large artery when wounded may be healed 
up by this kind of suture without becoming 
impervious, it would be an important dis- 
covery in surgery. It would make the opera- 
tion for the aneurysm still more successful in 
the arm when the main trunk is wounded, and 
by this method perhaps we might be able to 
cure the wounds of some arteries that would 
otherwise require amputation or be altogether 
incurable.” 

This report apparently received attention, 
but no one attempted to repeat the method 
until 1773 when Assman used it in some ex- 
periments. He made wounds in the femoral 
arteries of dogs and closed them in the man- 
ner described, and none of the experiments 
were successful. These results led Assman to 
describe the method as insecure and danger- 
ous, and he concluded further that injury of 
blood vessels is followed immediately by 
thrombosis and that repair could not take 
place in an artery without the lumen being 
obliterated by a clot. This erroneous conclu- 
sion was responsible for lack of interest in 
direct surgical repair of acute arterial injuries 
for more than a hundred years. 

Late in the nineteenth century, interest again 
was expressed in this problem. It was found 
that with proper sutures of linen or flax, which 
were oiled, and with fine needles one could 
close lateral wounds in arteries. In fact, there 
were a number of case reports of successful 
suture of lateral arterial wounds in man. 

The first successful repair of a complete 
arterial injury, i.e., complete severance of an 
artery, was accomplished by John B. Murphy 
in 1897, It was a gunshot wound of a femoral 
artery, and he made an anastomosis not by 
the methods we use today but by invaginating 
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.e upper end into the lower. Murphy thought 
iis was the proper way to achieve a good 
nion. The patient survived and had a good 
ulse in the injured extremity. 

About the turn of the nineteenth century 
-urgeons became interested in improving the 
technics of vascular repair. You are familiar 
with the many contributions of Guthrie and 
Carrel to the technics of arterial suture. When 
World War I began, it appeared to offer an 
opportunity for the use of these methods in 
repair of arterial wounds on the battlefield. 
\ number of surgeons went to France pre- 
pared to treat arterial wounds by immediate 
suture. However, Machins expressed the belief 
that in the light of present knowledge the 
repair of arterial wounds on the battlefield was 
not feasible. He was prophetic in this con- 
clusion, because there were almost no instances 
of successful arterial suture in World War I. 
In fact, in World War II there were only 80 
instances in which arteries were repaired and 
not all of these were successful. 

During the Korean War the reparative treat- 
ment of acute arterial injuries became a real- 
ity. By this time a great deal had been learned 
from operations for patent ductus and coarcta- 
tion. Thus, it was demonstrated that immediate 
repair of acute arterial injuries was feasible 
even under the difficult conditions imposed by 
military combat. Subsequently, these methods 
have been applied to the treatment of injuries 
encountered in civilian practice and have 
proved not only feasible but highly successful. 

The frequency of arterial injury is probably 
greater than reports in the literature imply. 
This is because many arteries which are in- 
jured are not of major caliber and thus inter- 
ference with blood flow goes unrecognized. 
Further, some arteries that are considered 
vital are not necessarily so, since under certain 
circumstances they can be acutely occluded 
without producing the manifestations of is- 
chemia. Thus, if the situation at the moment 
of occlusion is such that adequate collateral 
circulation can and does develop, there may 
be only transient or no ischemia although a 
major vessel is interrupted. Finally, lateral 
wounds of large arteries may be temporarily 
sealed by hematoma formation, and the injury 
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may become evident only after an aneurysm 
or an arteriovenous fistula is demonstrable. 
If one makes a practice of performing arterio- 
grams in penetrating wounds involving the ex- 
tremities and in dislocations and fractures of 
major long bones, the frequency of arterial 
involvement will be apparent. 


Types of Injury 


Pathologically, arterial injury may consist 
of laceration, spasm, complete severance or 
contusion (figure 2). Laceration is probably 
the most common type and may consist of a 
clean, incised wound as in a knife stab or may 
be ragged as in the case of a gunshot wound. 
In any case, the lacerated wound is most often 
a lateral wound involving only a portion of the 
circumference of the artery. For this reason 
the natural hemostatic mechanisms are not 
completely effective and bleeding is much 
more severe in this type of injury than in 
other types. 

Arterial spasm is not fully understood. Any- 
one who has exposed and manipulated an ar- 
tery has observed that the slightest traction 
on the vessel results in significant reduction 
in its diameter. This is intrinsic arterial spasm, 
since complete denervation may not prevent 
or relieve it. Even vessels as large as the 
common femoral artery may effect a reduc- 
tion in their diameter of 50 per cent as a 
result of stretching. Spasm may be so severe 
at times that serious ischemia of the tissues 
will result, and unless spasm is relieved actual 
necrosis may ensue. 

Rarely is complete severance of an artery 
accomplished by a sharp instrument; rather 
it is most often a result of crushing injury, 
a high-velocity missile or a bone fragment. For 
this reason the ends are ragged, the adventitia 
is frequently not completely divided, and the 
formation of clot within the lumen and imme- 
diately outside the vessel is common. Thus, 
the completely severed artery rarely is asso- 
ciated with severe hemorrhage. 

Contusion of an artery commonly results 
from the vessel being caught between two op- 
posing forces. Formerly it was believed that 
contusion resulted simply in intraluminal 
thrombosis, but with experience it has become 
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FIGURE 2. Types of arterial wounds. In the development of an arteriovenous fistula there is injury to adjacent walls of 
artery and vein with the result that a communication develops between them. 


evident that this is rarely the case. Usually, 
a contusion results in direct damage to the 
intimal coat and sometimes to the medial coat. 
The simplest injury is longitudinal striations 
of the intima producing thrombosis without 
any direct break in the lining of the blood 
vessel. The next most common type is that in 
which the intima and part of the media are 
completely disrupted and roll back on them- 
selves like a scroll. When the column of biood 
strikes this area it produces dissection and 
complete occlusion. 

Arteriovenous fistula is one of the most 
common sequelae of arterial injury, and the 
way in which the communication between 
artery and vein is produced is indicated in 
figure 2a. The most trivial lateral wounds can 
result in this condition, and since the wound 
may not significantly interfere with blood flow 
to parts distal to the injury, it is often over- 


looked. 
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In a series of 116 cases of acute arterial 
injury observed at the Baylor University Hos- 
pitals, complete severance of an artery was 
most common, then laceration, contusion and 
spasm, in that order (table 1). Wounds of the 
brachial artery were most frequent, followed 
in order by involvement of the femoral, radial 
and ulnar, and carotid arteries and the tho- 
racic aorta (figure 3). 

Since arterial injuries often involve pe- 


TABLE 1 


Types oF Wounp IN 116 CAsEs OF 
ACUTE ARTERIAL INJURY 





WOUND NUMBER OF CASES 
Laceration 43 
Severance 66 
Contusion 5 
Spasm Zz 


116 
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ipheral vessels, they commonly occur in asso- 
iation with trauma to other structures. In- 
ury to adjacent nerves, veins and tendons 
vere most commonly associated with arterial 
injuries in this series (table 2). Fracture of 
the bone adjacent to these injuries was also 
encountered frequently. 


Diagnosis 


A history of the loss of a large quantity of 
blood is important to the diagnosis of acute 
arterial injury. By the time the patient reaches 
the emergency room his wound may not be 
bleeding, but on questioning one finds that 
immediately after injury a large hemorrhage 
occurred. It makes no difference whether the 
blood lost was dark or red or whether it had a 
pulsatile character. The occurrence of signifi- 
cant blood loss is sufficient indication for com- 
plete examination to determine the presence 
of arterial injury. 

In examining the patient, certain signs may 
be helpful. Classically, acute occlusion of an 
artery is followed by pain, pallor, pulseless- 
ness and paralysis of the involved part (table 
3). It should be emphasized that these cardinal 
signs are present only if a major artery is 
completely interrupted, and even then they 
may be temporary only. In our experience 
pain is not common. In fact the patient more 
often complains of numbness in the presence 
of severe ischemia. Pallor may be present. 
but often by the time the patient has reached 
the physician collateral blood flow has become 
established and color may have been restored. 
Thus, pallor is not a reliable sign. Absence of 
pulses clearly points to interruption of arterial 
continuity, but the presence of pulses does not 
exclude injury provided there is evidence of 
a penetrating wound adjacent to a major arte- 
rial trunk. Paralysis is relatively uncommon, 
and anesthesia of the part is evident much 
earlier. This is because sensory nerves are 
more sensitive to ischemia than motor nerves. 

The clinical diagnosis of acute arterial in- 
jury is based largely on suspicion aroused by 
a history of severe bleeding at the time of 
injury, the presence of a large hematoma, and 
the signs of transient ischemia (table 4). To 
reiterate, if the patient has a pallid, cold, 
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FIGURE 3. Locations of 116 arterial injuries. 


pulseless foot, it is perfectly obvious that some- 
thing important has happened to the arterial 
system above. On the other hand, if the pa- 
tient has a faint pulse, good color to the foot, 
and no real evidence of ischemia, one must 


TABLE 2 


AssocIATED INJURIES IN 74 Cases OF ARTERIAL INJURY 





ASSOCIATED INJURY 


NUMBER OF CASES 





Extensive soft-tissue injury 3 
Fracture of adjacent bone 10 
Fracture of other bones 6 
Dislocation of adjacent joint ] 
Injury of adjacent nerves 29 
Injury of adjacent tendons 16 
Abdominal injury 10 
Chest injury 6 
Injury to major veins 17 
Other injuries _3 

101 
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TABLE 3 


Siens in Diacnosis oF AcuTE ARTERIAL INJURY 





Pallor 
| Pulselessness 


| Pain 


Paralysis 


TABLE 4 


CurnicaL Diacnosis OF ACUTE ARTERIAL INJURY 





Suspect when there is: 
Severe bleeding 
Large hematoma 
Transient ischemia 





look further to determine the presence of ar- 
terial injury. Transient ischemia is one of the 
most important signs, and the fact that it is 
present such a short time when there is a 
wound of a major peripheral artery merely 
indicates the rapidity with which collateral 
circulation begins. 


Arteriography 


One can suspect arterial injury from clini- 
cal manifestations alone, but diagnosis can be 
established beyond doubt by arteriography. 
We employ roentgenographic examination in 
every case where arterial injury is suspected 
and, in fact, use it on many occasions when 
there is injury of an extremity without any 
evidence of arterial damage. The procedure 
is carried out under local anesthesia. A No. 
18 spinal needle is inserted percutaneously 
into the vessel and well above the external 
wound or the fracture site. Fifteen cubic centi- 
meters of 50 per cent HYPAQUE® is injected 
rapidly and an exposure is made near the end 
of the injection. This technic can be employed 
for visualization of any of the peripheral ar- 
teries, but for aortography different technics 
are employed depending on the level of the 
suspected injury. 

The value of arteriography is demonstrated 
by the following case. A man sustained a gun- 
shot wound in the middle third of the thigh 
and was brought to the hospital immediately. 
There were no pulses in the foot and the ex- 
tremity was pallid. The resident suspected an 
arterial injury and planned to obtain an ar- 
teriogram, but within a few minutes the pa- 
tient’s foot became warm and pink and the 
pulses returned, suggesting transient spasm. 
One of the staff was consulted, and in view of 
the history of transient ischemia he suggested 
that an arteriogram be obtained. It revealed 
extravasation at the site of the arterial wound 
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(figure 4). If this roentgenogram had not 
been made, the diagnosis of an arterial injury 
would not have been made and, as demon- 
strated at operation, the communication be- 
tween the femoral artery and vein would have 
become clinically evident as an arteriovenous 
fistula weeks or months later. In discussing 
this problem with a visitor recently, I was 
asked if we encountered many arteriovenous 
fistulas. I replied, “No, because we prevent 
them; we treat the acute injuries when they 
occur.” The proper approach, then, is to con- 
firm or exclude the possibility of arterial in- 
jury by arteriography. 

Arteriography may be especially helpful in 
the presence of fractures. In a recent case 
there were fractures of the tibia and fibula and 
the patient had evidence of severe ischemia 
in the foot. It was not clear whether the ar- 
teries were occluded, torn apart, or simply 
compressed between the fragments. Arteriog- 
raphy revealed that the anterior and posterior 
tibial arteries were intact until they reached 
the fracture site, where there was extravasa- 
tion of dye indicating complete disruption 
of these vessels. Because of the extensive loss 
of substance and the small size of these ar- 
teries, anastomosis was impractical and am- 
putation was necessary. 


Treatment 


Once the diagnosis has been established, the 
decision must be made to operate at an ap- 
propriate time. Much has been said about the 
interval between injury and treatment. Several 
years ago the critical time was placed at eight 
hours; then it was increased to 12 hours, and 
during the Korean War it was raised to 18 
hours. As a result of our experience I do not 
believe there is an interval between injury and 
treatment which precludes success. To be sure. 
if a patient is seen by the physician 10 min- 
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tes after injury and undergoes operative re- 
air in another 10 minutes, his chances are 
xcellent to have a patent vessel and normal 
lood flow. However, success or failure de- 
ends on whether the patient has a patent 
listal arterial tree. For example, we have 
treated patients with injury of the common 
emoral artery who were brought to the hos- 
pital within 15 minutes, whose blood volume 
was promptly replaced and who were operated 
on within an hour, yet there was complete 
thrombosis of the entire arterial system distal 
to the injury so that restoration of blood flow 
was impossible. In fact, irrespective of the 
lime interval, the cause of failure to re-estab- 
lish blood flow is more often occlusion of the 
arterial tree distal to the injury than faulty 
repair. 

The cause of intravascular thrombosis fol- 
lowing arterial injury is probably the sudden 
depletion in blood volume with a reduction in 
blood pressure below a point which is ade- 
quate to maintain an effective collateral blood 
flow. There is convincing evidence that the 
collateral channels in any part of the body 
are adequate to sustain the viability of distal 
tissues if the occlusion is appropriately placed 
to take advantage of collaterals and if an ade- 
quate blood flow and perfusing pressure can 
be maintained. Restoration of blood volume 
with maintenance of a relatively normal blood 
pressure, therefore, is more important than the 
interval between injury and treatment. Thus, 
when a patient is admitted to the emergency 
room and an arterial injury is suspected, we 
attempt to replace blood volume as rapidly as 
possible so that collaterals can begin to func- 
tion immediately (table 5). When these pre- 
liminary steps have been taken it has been 
possible to successfully repair arterial wounds 
as long as 72 hours after injury. 

The necessity for the control of hemorrhage 
from an injured artery requires little com- 
ment. This can be accomplished usually by 
means of simple pressure over the external 
wound, and only when hemorrhage persists 
should one resort to a tourniquet. One should 
move the patient to the operating room if 
exploration of the wound is necessary to con- 
trol bleeding. 
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FIGURE 4. Arteriogram made soon after a gunshot wound 
of the thigh. Extravasation of contrast material from the 
superficial femoral artery in its middle third. At opera- 
tion a wound of this artery was discovered and success- 
fully repaired. 


Since arterial injuries are often associated 
with injury to other parts, priority for treat- 
ment of the various injuries is a matter of 
clinical judgment and need not be discussed 
at this time. 

Prior to repair of an arterial wound it is 
necessary to expose the vessel above and be- 
low and apply occluding clamps or tourniquets 
in order to control bleeding during dissection 
and repair. When a large hematoma is present 
in a wound of an extremity, an external tour- 
niquet can be applied about the extremity 
proximal to the wound until the site of arterial 
injury has been exposed. Then occluding tapes 
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can be applied directly about the artery above 
and below the wound to facilitate mobilization 
of the vessel and to remove tension on the 
suture line during anastomosis. 

When an arterial wound has been exposed, 
occlusion should be released alternately above 
and below the wound in order to insure a free 
flow of blood from both segments of the vessel. 
This is one of the most important steps in 
assuring success of a restorative operation. In 
wounds at almost any level there should be 
brisk bleeding from the‘ distal arterial segment 
when the occluding device is released. If this 
is not the case, one should suspect that acute 
thrombosis has occurred and an attempt should 
be made to remove thrombi by massaging the 
tissues distal to the wound, in the case of in- 
jury of a peripheral artery, by introducing a 


TABLE 5 


TREATMENT OF ACUTE ARTERIAL INJURY 





j Blood volume 


Restore 
\ Arterial continuity 


{ Associated injuries 


Repair 














FIGURE 5. Prior to repair 
of a wounded artery the 
vessel should be controlled 
above and below the 
wound, with occluding 
clamps or tourniquets. Lat- 
eral wounds are closed by 
simple, interrupted or a 
continuous suture. A con- 
tused segment of artery 
usually is treated best by 
excision and end-to-end 
anastomosis. 

Arterial spasm may be 
overcome by occluding the 
vessel above and below the 
spastic segment and inject- 
ing saline under pressure. 
If this fails, resection and 
end-to-end anastomosis 





Na dsaasasst SAALWMIAM 


| 





waureb aelil 
WA sv teray 

















should be performed. 


Spastic 
segment 


catheter into the distal segment of the vessel 
and applying gentle suction, or, when other 
measures have failed, inserting a plastic cathe- 
ter into a small terminal branch and irrigating 
the artery with physiologic saline solution. In 
most instances these maneuvers will remove 
clots from the distal arterial segment and will 
restore patency to the vessel. 

In the management of the arterial wound 
itself, it is important to make sure that un- 
injured arterial wall is repaired or anasto- 
mosed (figure 5). In some instances of gun- 
shot wounds the gross injury to the arterial 
wall is relatively limited; however, micro- 
scopically, the damage can be shown to ex- 
tend for 0.5 to 1.0 cm. on either side of the 
wound. Thus, careful debridement is neces- 
sary before beginning repair. In the case of 
contused wounds the artery should be transect- 
ed and the lumen examined carefully for dis- 
ruption of the intima and for dissection. It 
is usually necessary to resect the contused 
segment to avoid intimal dislocation and dis- 
section after continuity has been restored. 

In carrying out end-to-end anastomosis an 
arterial graft is rarely necessary, since by 
mobilizing the vessel for a considerable dis- 
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TABLE 6 


TREATMENT OF ARTERIAL INJURY ASSOCIATED 
With [INyurY TO SKELETAL STRUCTURES 





Attempt manipulation only once. 
Open operation. 

Restoration of blood volume. 
Fixation of fractures. 





tance above and below the injury and by 
flexion of the extremity, when the injury oc- 
curs in the region of a joint, the ends can 
be approximated without difficulty in most 
cases. If a graft is necessary one may use a 
segment of the internal saphenous vein or a 
synthetic graft. Where arterial replacement is 
necessary in the region of a joint the former 
is preferable. 

Severe arterial spasm usually can be over- 
come by occluding the vessel above and below 
the spastic area and injecting physiologic 
saline into the occluded segment. When this 
is not effective one should not hesitate to di- 
vide the artery in the center of the spastic 
zone and to stretch the vessel with a hemostat. 

Rarely, an arterial injury is associated with 
severe loss of surrounding soft tissues so that 
there is little remaining to cover the vessel 
after repair. In our experience the synthetic 
prostheses have functioned well under these 
circumstances since they do not need surround- 
ing soft tissues for survival. In fact, it has 
been observed that the synthetic graft will 
function satisfactorily although completely ex- 
posed for long periods. For example, a school- 
boy was injured in a hunting accident and 
sustained a shotgun wound of the thigh with 
a compound fracture of the femur, loss of 
most of the muscles on the anterior surface 
of the upper third of the thigh and groin, and 
loss of about 6 in. of the femoral artery. A 
synthetic graft was employed to restore ar- 
terial continuity, but there was no soft tissue 
available to cover the graft. It was left exposed 
and functioned well with normal vascularity 
of the distal extremity. As granulations de- 
veloped, epithelial covering of the wound com- 
menced. In about three months most of the 
open area had been covered but a residual 
portion of the graft was still exposed. We 
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FIGURE 6. Arteriogram three days following dislocation 
of the knee and the development of ischemia in the foot 
and leg. There is complete occlusion of the popliteal 
artery, which led to amputation of the extremity. 


attempted to cover it surgically by using a 
pedicle from the medial surface, but in about 
10 days the graft had protruded from the edge 
of the pedicle. A large portion of muscle was 
then shifted to cover it and again the graft 
worked its way to the outside. It then became 
apparent that the graft was resisting efforts 
to cover it because it was a foreign body in 
an infected wound. After about five months, 
bleeding began to occur from the proximal 
anastomosis so the graft was removed. By this 
time, however, the soft tissues had regenerated 
enough so that there were adequate collateral 
channels to support the extremity. Today the 
boy has a useful limb. Thus, whenever the 
situation is such that the blood vessel replace- 
ment cannot be covered, one should use syn- 
thetic materials rather than venous or arterial 
grafts. 





a 





Treatment may be more difficult when ar- 
terial injury is associated with injury to skele- 
tal structures. The orthopedists see many of 
these patients first and thus it is their oppor- 
tunity to treat or mistreat them first. More 
than any other group, the orthopedists should 
appreciate the significance of early and often 
transient signs of arterial insufficiency. It 
should be a policy that when a patient has 
a fracture and there is any evidence of is- 
chemia, such as transient pallor or transient 
alteration in pulses, one should consider the 
possibility of arterial injury. Manipulation is 
attempted only once and if, following this, the 
distal pulses are good and the limb has evi- 
dence of an adequate blood supply, treatment 
of the fracture is continued (table 6). On the 
other hand, if manipulation fails, if the signs 
of ischemia are not completely relieved, or 
if there is any doubt in the mind of the sur- 
geon about the adequacy of arterial supply, 
an arteriogram should be obtained. 
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FIGURE 7. a. Arteriogram shortly after 
dislocation of the knee. 
Complete occlusion of the 
popliteal artery. 


b. Immediate operation with 
resection of the contused 
segment and end-to-end 
anastomosis resulted in 
restoration of normal pa- 
tency of the vessel. 


Dislocations of the knee and elbow are often 
associated with arterial injury. For example, 
a young man sustained a dislocation of the 
knee during a football game. He was seen by 
a physician immediately. The dislocation was 
manipulated and reduced in the conventional 
fashion, although it was observed at the time 
that the patient had no distal pulse and there 
was evidence of ischemia. Almost three days 
later when irreversible soft-tissue changes had 
occurred, an arteriogram was made which re- 
vealed complete occlusion of the popliteal 
artery (figure 6). By this time ischemic 
changes in the muscles were so advanced that 
repair was not feasible and amputation had 
to be done. This emphasizes the tragic con- 
sequences of failure to appreciate the signifi- 
cance of early signs of ischemia following 
skeletal injury. 

On the other hand, when the presence of 
arterial injury is recognized early and treat- 
ment instituted promptly the results are grati- 
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icURE 8. a. A shotgun wound of 
the lower third of the 
thigh produced de- 
struction of the super- 
ficial femoral artery. 


b. At operation the ar- 
tery was repaired and 
the fracture immo- 
bilized. Eight days 
later the immobilizing 
apparatus failed: 
acute angulation of 
the fragments and 
disruption of arterial 
repair occurred. 


fying. In another instance of dislocation of 
the knee the presence of arterial injury was 
suspected early and an arteriogram confirmed 
the diagnosis of occlusion of the popliteal ar- 
tery (figure 7). Immediate operation was car- 
ried out, a thrombosed segment of the vessel 
was resected, and the popliteal artery was 
anastomosed. These procedures resulted in 
restoration of the blood flow. 

When arterial injury is adjacent to a frac- 
ture it is essential to immobilize the extremity 
completely in order for healing of the arterial 
wound to take place. As an example, a man 
received a shotgun wound in a hunting acci- 
dent which produced a severe comminuted 
fracture of the lower end of the femur with 
the loss of about 2 in. of the femoral artery. 
The artery was repaired and the fracture was 
reduced, but on the seventh day the immo- 
bilization gave way and the arterial anasto- 
mosis was disrupted (figure 8). 
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There are times when the physician makes 
a diagnosis of an acute arterial injury but is 
not in a position to carry out definitive ther- 
apy. Under these circumstances he should at- 
tempt to control bleeding by compression. If 
this is not possible the patient can be moved 
to the operating room, the arterial injury ex- 
posed, and the vessel immediately above and 
below ligated. If this is done, the ends of the 
ligatures should be left in the subcutaneous 
tissues to facilitate mobilization of the vessel 
when repair is attempted. The blood volume 
should then be restored and the patient moved 
to a place where the facilities and personnel 
will permit repair of the injury. 

I know of no other injury in which an 
aggressive attitude in treatment is more re- 
warding. In most instances one is not attempt- 
ing to save a life but a limb, and adherence to 
a few simple principles is all that is necessary 
to achieve successful results. 








EMERGENCY SURGERY FOR GENERAL PHYSICIANS, PART 3 


Some Problems of Thermal Injury 


STANLEY M. LEVENSON* 


Walter Reed Army Medical Center, Washington, D.C. 


B sway not attempt to discuss comprehen- 
sively the many problems that seriously burned 
patients face. Rather, I will direct attention to 
a few of the problems which are currently 
attracting interest among clinical and labora- 
tory investigators. 


Burn Shock 


From the practical point of view, the pri- 
mary measure in prevention of shock from 
burns is replacement of fluid loss. There is 
no question that shock resulting from burns 
is caused primarily by the rapid loss of fluid 
from the blood stream, which decreases the 
volume of circulating blood. Direct injury of 
the blood vessels in the burned areas increases 
the permeability of the capillary walls, and 
fluid either accumulates in the subcutaneous 
tissue if the burn is deep or is lost from the 
surface if the burn is superficial. Fluid loss 
begins almost immediately after injury and 
reaches a peak in the first several hours. The 
rate of fluid loss declines after 6 to 12 hours, 
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and after 24 hours the 
tide begins to turn; 
fluid comes back from 
the tissues into the 
blood stream, and the 
most critical period of 
shock is over. Burn 
shock is principally a 
problem of the first 24 
hours after injury, and 
almost never is a prob- 
lem after 36 hours. 
The immediate re- 
sponse to the mildest burn is a brief period of 
vasoconstriction followed by dilatation of the 
capillaries, the finer arterioles and the venules, 
with greatly increased blood flow. A some- 
what more severe injury increases capillary 
permeability locally, and plasmalike fluid 
leaks into or out of the tissue. The electrolytic 
pattern of the fluid is similar to that of plasma: 
its protein content is lower, but with a higher 
proportion of albumin. At the same time, there 
is an abnormal exchange of certain constitu- 
ents between the extracellular and intracellular 
fluids (sodium, potassium, certain proteolytic 
enzymes). Present evidence indicates no gen- 
eralized loss of fluid in unburned regions. A 
certain number of red blood cells in the capil- 
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aries may be damaged; sludging and throm- 
posis may occur. 

Millican’ has shown that in tourniquet in- 
jury, edema-fluid sodium is rapidly exchange- 
ible with that of the plasma. Presumably this 
is true of other electrolytes and water. The 
protein is only slowly exchangeable. 

The tissue space becomes distended with 
fluid from leaking capillaries. If this fluid is 
near the surface, blisters form which eventual- 
ly rupture. Capillary leakage at deeper levels 
results in local edema; some fluid finds its 
way into the lymphatic system, giving rise to 
creatly increased lymph flow from the burned 
area. The tissue cells and intercellular sub- 
stances, such as collagen, are denatured and 
injured to varying degrees, depending on the 
intensity and duration of the burn. A full- 
blown inflammatory reaction with the usual 
leukocytic response sets in. 


Estimate of Extent of Injury 


The extent of injury to a burned tissue de- 
pends on the intensity, quality and duration 
of the thermal stimulus. The effects range 
from the simple reversible dilatation and 
superficial cellular damage characteristic of 
superficial burns to a marked increase of capil- 
lary permeability, thromboses, and extensive 
cellular destruction characteristic of deep 
burns. Burns are generally classified accord- 
ing to their depth into three categories: first- 
degree, simple erythema; second-degree, par- 
tial destruction of the skin but without the 
destruction of all the deep epithelial cells; 
third-degree, the destruction of the full thick- 
ness of the skin. 

The severity of a burn depends not only 
on its depth but also on its extent. The dia- 
grams for charting burned areas based on 
these measurements and related information 
(figure 1) are reproduced from an article by 
Lund and Browder.” The “rule of 9s” was 
introduced recently to make possible an even 
quicker estimation in event of mass disaster 
(figure 2). This method provides a roughly 
correct estimate for an adult or older child 
but a poor approximation for an infant. 

Responses of different persons to burns of 
apparently equal depth and extent may vary 
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considerably, depending in part on their age 
and prior state of health. Mortality is dispro- 
portionately high among infants and elderly 
and infirm persons. 

The amount of fluid leaking into or from 
a burned area depends on the extent of the 
area, the vascularity of the tissue, and the 
depth of the burn. There is no evidence that 
the adrenocortical hormones influence perme- 
ability of the damaged capillaries or the re- 
sultant fluid loss. Resorption of the edema 
fluid, which begins after about 36 to 48 hours, 
proceeds slowly and usually takes from five to 
seven days. 

The amount of fluid loss and reduction in 
blood volume usually is indicated by a rising 
hematocrit, hemoglobin and red blood cell 
count. However, the apparent hemoconcentra- 
tion may not parallel the oligemia, because 
(1) measurements of hematocrit and hemo- 
globin in samples obtained from peripheral 
vessels may not reflect the true “body” values, 
and (2) hematocrit determinations will also 
be misleading if extensive red cell lysis has 
occurred or if the patients were anemic or, 
rarely, polycythemic prior to being burned. 
A rapid exchange of fluid may be taking place 
about 24 hours after injury without much 
change in hematocrit; return of fluid to the 
vascular bed may keep pace with the loss. This 
will be shown by a progressive fall in plasma 
protein concentration, since the concentration 
of protein in the returning extravascular fluid 
is lower than it is in plasma. 

Hemoglobinemia and hemoglobinuria are 
maximal soon after the burn and then subside 
gradually during the first 24 to 72 hours. The 
red cell pigments in the plasma and urine are 
generally oxyhemoglobin mixed with traces of 
methemoglobin. 

Hemoglobinemia is caused by destruction 
of red cells, a process which occurs only in 
association with deep burns. A superficial 
burn, no matter how extensive, does not pro- 
duce hemoglobinemia, and hence this sign 
indicates a fairly extensive area of deep burn. 
The blood of severely burned patients may 
show early alterations from the heat, varying 
from only slight spherocytosis of erythrocytes 
to advanced spherocytosis and fragmentation. 
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[here may be a considerable increase in os- 
notic fragility. Studies of the mechanism of 
these changes in red blood cells have revealed 
no cold or warm agglutinins or hemolysins. 
Shen, Ham and Fleming* concluded that the 
destruction of a considerable volume of 
erythrocytes may result from heating of blood 
at the site of the burn, depending on at least 
three major factors: temperature attained by 
the blood, duration of heating, and volume of 
blood subjected to these conditions. The ac- 
tual number of red cells involved in this proc- 
ess is rarely more than 10 to 20 per cent of 
the circulating erythrocytes. 

The serum sodium concentration generally 
is on the low side early after severe burns. 
as are the serum chloride and protein concen- 
trations, particularly albumin, which, being 
smaller than the globulins, moves across the 
capillary membrane faster. It is unusual to 
find an increase in potassium concentration 
in the serum of a burned patient great enough 
to constitute a toxic hazard. 


Anticipation and Prevention 


of Burn Shock 


A burned patient in fully developed shock 
is apathetic, chilly, often nauseated, pale and 
cyanotic. Blood pressure is low, and pulse is 
rapid and thready. Cardiac output is low, 
peripheral resistance is high, peripheral blood 
flow is decreased, and urinary output is low. 
The diagnosis of burn shock at this stage is 
easy, but to wait for this stage to appear is 
analogous to waiting for the appearance of a 
cavity in the lung before making the diagnosis 
of pulmonary tuberculosis. If shock persists, 
irreversible changes in the function and struc- 
ture of vital organs may result. Therefore, the 
problem must be attacked by preventing shock. 

Shock may be anticipated in a previously 
healthy adult with a burned area of 15 per 
cent or greater. In elderly or very young per- 
sons, a burned area of as little as 8 per cent 
may lead to circulatory failure if untreated. 
Any procedure that may increase shock (e.g., 
dressings) should be avoided or postponed 
until shock has been prevented or treated. 
Restoration and maintenance of blood volume 
are vital. 
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FIGURE 2. The “rule of 9s” for estimating area of skin 


surface burned. 


Replacement of Fluids 


At present, replacement therapy usually is 
undertaken with a combination of whole blood, 
electrolyte solutions and a colloid-containing 
fluid. The widest experience with plasma ex- 
panders has been with dextran, and it has 
proved generally satisfactory. The bleeding 
tendency that has been observed when dex- 
tran has been infused in moderate amounts 
into normal volunteers has not been reported 
in burned patients receiving large amounts of 
dextran in the first two days after injury, nor 
have immunologic reactions proved to be a 
problem. Human serum albumin is possibly 
preferable to the plasma expanders but is not 
generally available in adequate quantities. If 
safe plasma (free of hepatitis virus) is avail- 
able, it is a desirable material to use in the 
treatment or prevention of burn shock. 

A definite answer is not yet available re- 
garding the advisability of using whole blood 
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for replacement therapy in the burned patient. 
The experimental evidence favoring its use 
was first presented about 15 years ago, but 
the clinical evidence certainly is not conclu- 
sive, since properly controlled studies with 
patients have not been made. There is also 
some recent experimental evidence suggesting 
that whole blood may be detrimental to burned 
dogs. Investigators at Southwestern Univer- 
sity* treated burned dogs with saline or with 
an equal volume of saline and whole blood 
and reported a higher mortality rate among 
the animals receiving whole blood. At autopsy 
they found severe pulmonary congestion in 
the animals which received whole blood but 
not in those given saline alone. These workers 
felt that giving whole blood leads to pulmo- 
nary congestion, to interference with aeration 
and oxygenation of blood, and to death from 
hypoxia. Again, appropriate studies with pa- 
tients have not been made to determine the 
effects of whole blood in prevention or treat- 
ment of burn shock. However, there seems 
little justification at present for its use. 

For a patient whose burns are not too ex- 
tensive and who is seen relatively early, there 
is evidence that a mixture of sodium chloride 
and sodium bicarbonate in water by mouth is 
adequate treatment. Rosenthal” and co-work- 
ers and Markley and associates" revived in- 
terest in the use of sodium chloride solution 
alone or with other sodium salts. They showed 
that the therapeutic effects of sodium salts 
given to rodents and man intraperitoneally, 
orally or intravenously after burns are similar 
to those of serum or plasma. In some experi- 
ments the effect of serum appeared to be due 
not to its protein but to the sodium, while in 
other experiments when the fluids were ad- 
ministered to mice in divided doses both 
serum and dextran gave better therapeutic 
responses than equivalent amounts of saline, 
when less than full therapeutic amounts of 
either were given. The therapeutic effect of 
the sodium salt was shown to be due to the 
sodium cation rather than to its anion, since 
different sodium salts yielded similar results. 
Isotonic saline solution was more effective than 
the hypertonic solution. The mortality rate was 
increased when potassium salts were given. 
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Patients with burns covering about 25 per 
cent of the body surface generally can be 
handled well using saline orally. The amounts 
required, timing, etc. have been described 
by Markley and associates.® Patients with more 
extensive burns may be vomiting or may be 
in shock, and parenteral therapy is then in- 
dicated, rather than oral fluids. In addition, 
of course, glucose and water must be given 
to provide for insensible loss and for some 
urinary excretion. 

The use of urea and other osmotic diuretics 
is currently being considered as a treatment 
for burned patients. There is evidence based 
on studies of animals‘ and also at least one 
series of patients, reported by Schilling and 
co-workers® from Oklahoma, that administra- 
tion of urea seemingly results in more effective 
shock therapy. The rationale for giving urea 
is that it is a relatively nonmetabolizable sub- 
stance and it crosses cell membranes and dif- 
fuses into all body water. It is excreted by the 
kidney and carries with it water, producing 
an obligatory osmotic diuresis. Evidence pre- 
sented by Schlegel’ suggests that one may be 
able to handle the electrolyte and fluid prob- 
lems of the patient a bit more easily if urea 
is added to the parenteral fluid, but it prob- 
ably will be another year or two before we 
know definitely whether or not this form of 
therapy has significant value. Also, work is 
going on to see if other substances, such as 
mannitol, may have properties equal or supe- 
rior to urea for this purpose. 

Many factors must determine the amount 
and rate of fluid, colloid and electrolyte re- 
placement. The extent, location and depth of 
the burn and the age, weight and prior health 
of the patient are the most important. We 
have found the clinical appearance of the pa- 
tient, the degree of hemoconcentration, and 
the urinary output to be useful therapeutic 
guides. All patients with extensive burns 
should be provided with constant bladder 
drainage immediately, and an accurate hour- 
to-hour record of urinary output should be 
kept during the first 24 to 48 hours. Renal 
blood flow and urinary output may be greatly 
reduced at a time when the peripheral pulse 
and blood pressure are normal and before 
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ther definite signs of impending shock are 
seen. When the output of urine is good, one 
may feel sure that the general circulation is 
cood, but if urinary output falls, one must 
anticipate early failure of general circulation. 

Since the greatest fluid loss occurs in the 
first few hours, it is during this time that the 
physician has the best opportunity to prevent 
shock. Fluid therapy should be started at once 
for seriously burned patients. It seems that 
most patients with burns involving up to 20 
to 25 per cent of the body surface can be 
treated satisfactorily with a sodium chloride- 
sodium bicarbonate (or citrate) mixture if 
treatment is started early. Often this mixture 
can be given orally, in concentrations of 75 
mEq. sodium and 50 mEq. chloride per liter. 
However, if the patient is in shock or is nau- 
seated, oral fluids alone are inadequate and 
intravenous fluids should be started, since 
gastrointestinal function may be impaired. 
When the usual peripheral veins are not avail- 
able, there should be no hesitation about can- 
nulating a vein, using a polyethylene cannula. 
No set rules for the amounts, rates and types 
of replacement therapy can be made. 

As already indicated, many factors influ- 
ence the loss of fluids, electrolytes, erythro- 
cytes, and so on, as well as the reaction of 
the patient. Therapy should be individualized. 
However, experience shows that a general pat- 
tern of loss and response may be anticipated, 
and on this basis a number of formulas have 
been devised as guides to replacement therapy. 
One of the most widely used is that of Evans,” 
based on the extent of the burn and the weight 
of the patient. The formula calls for 1 cc. of 
a colloid solution (such as dextran) per kilo- 
gram of body weight to be given intravenously 
during the first day, and one-half this amount 
the second day. Equal amounts of isotonic 
saline solution are given and, for an adult, 
2000 cc. of 5 per cent glucose in water on 
each of the first two days. (Evans and col- 
leagues have used sodium chloride solutions, 
whereas we, Moyer, Abbott, Reiss and others 
use a mixture of sodium chloride and sodium 
bicarbonate or lactate.) The saline and glu- 
cose solutions are given orally or intravenous- 
ly, depending on the severity of the burn, state 
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of the circulation, ete. If oral fluids can be 
taken, the saline is mixed equally with the 
glucose and water. 

The upper limit of the volume of fluids 
which can be given safely is that quantity 
indicated by the formula for a 50 per cent 
burn. For a 70 kg. man, this would amount 
to 3500 cc. of colloid, 3500 cc. of saline, and 
2000 ce. of glucose in water the first day, and 
1,750 cc. colloid, 1,750 ce. saline, and 2000 
cc. glucose in water the second day. The fluid 
replacement should roughly follow a schedule 
which approximates the rate of fluid loss: One- 
half the first day’s requirement is to be given 
in the first four to six hours, one-fourth in the 
next six hours, and the final one-fourth in the 
next 12 hours. “Jt is emphasized strongly that 
the simple formula presented here for calcula- 
tion of fluid and salt requirements is only a 
guide to therapy and not to be considered an 
infallible rule” (Evans). The rate and type of 
fluid administration are based on the clinical 
findings, the hourly output of urine, and the 
hemoglobin or hematocrit concentration 
(measured every four hours). 

In patients with respiratory injury or seri- 
ous cardiac disease, administration of colloid 
and salt should be limited to amounts which 
insure adequate response. The salt solution 
should. be given orally if possible. 

If severe shock already is present when 
therapy is begun, or if it develops during 
therapy, the fluid must be given rapidly to 
improve the circulation. Caution is necessary. 
of course, in infants, old persons, and patients 
with respiratory injuries or heart disease. The 
previously healthy adult in shock and with a 
large burn may be given as much as 2000 ml. 
in an hour without danger of overloading the 
circulation. 

Evans has called attention to acute gastric 
dilatation as one important complication of 
shock. It may be manifested by failure of the 
patient to respond to apparently adequate 
fluid therapy. Decompression, lavage of the 
stomach, and replacement of the “lost” water 
and electrolytes will relieve the situation. 

There is still controversy over the relative 
quantities of blood, plasma extenders, elec- 
trolytes, fluid, etc., to be used in treating burn 
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shock. Some workers would recommend less 
blood, others more saline, and some less dex- 
tran or plasma. As stressed earlier, controlled 
studies in patients are needed. Any “formula” 
must be used only as a guide to shock therapy; 
for any given patient, the therapy has to be 
individualized. 


Additional Therapeutic Factors 
in Burn Shock 


Vitamins—Limited experimental work with 
animals has indicated that the B complex vita- 
mins and ascorbic acid may be helpful in burn 
shock. It also has been found that a great 
“depletion” of water-soluble vitamins occurs in 
man during burn shock as well as during trau- 
matic shock. It appears reasonable to adminis- 
ter large doses of these vitamins during the 
early period. 

Position—Raising the foot of the bed im- 
proves circulation to the brain, even though 
this maneuver may not alter the blood volume 
materially. It is especially important to do this 
during the first few minutes while more effec- 
tive methods of treatment are being started. 

Oxygen—tThere is no evidence that inhala- 
tion of 100 per cent oxygen alleviates the 
tissue anoxia of shock. Oxygen has been wide- 
ly used in treatment of burn shock, but the 
only clear indication for its use is an injury 
of the respiratory tract or other forms of 
pulmonary dysfunction. 

External temperature—Overheating and 
undercooling are detrimental to a person in 
shock. The best environmental temperature 
appears to be about 24° C. 

Sedation—It has been noted that the death 
rate among burned dogs increased when the 
usual doses of morphine or barbiturates were 
given. These findings and others of a similar 
nature indicate that morphine and other seda- 
tives should be used cautiously in patients 
with impending or actual burn shock. When 
used, administration by the intravenous route 
is essential, since absorption of subcutaneous 
or intramuscular medication is unpredictable. 
The action of anesthetics also is unpredict- 
able; they are dangerous in burn shock. There 
is almost no occasion to use general anes- 
thesia at the time of the first dressing. 
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Pressor drugs—These drugs are considered 
at present to be of no value in the treatment 
of burn shock, and they may be harmful. 

Adrenocortical extract—There is no evi- 
dence to indicate beneficial effects from ad- 
renocortical extract, ACTH or cortisone in 
most patients during the early phase follow- 
ing burns. A patient with adrenal exhaustion 
might be encountered rarely who would bene- 
fit from the use of adrenocortical extract. This 
general subject will be discussed later in the 
section on toxins in burn shock. 


Factors in Burn Shock Other Than 
Fluid-Electrolyte Changes 


Let us turn now to some other questions 
being studied by many investigative groups. 
One is whether or not factors other than 
changes in fluids, proteins and electrolytes are 
involved in burn shock. I am sure you are 
familiar with the fact that if shock is pro- 
longed in some species of animal, particularly 
the dog and the rat, a hemorrhagic lesion de- 
velops in the intestine. Microscopically, and 
often grossly, there is evidence of mucosal 
necrosis. Certain antibiotics, given prophylac- 
tically, may prevent irreversibility of certain 
types of shock. The lowered bacterial and im- 
munologic defenses of the animal in shock 
have suggested to some workers, principally 
Fine and his colleagues,’® that when shock 
develops there is continued absorption of en- 
dotoxin from the intestinal bacteria into the 
blood stream. The endotoxin is highly toxic 
in the shocked animal because of the impaired 
function of the reticuloendothelial system and, 
the thesis states, although the animal went 
into shock initially because of fluid loss or 
blood loss, it dies of shock because of endo- 
toxemia. It has been shown, for example, that 
animals which are given injections of THORO- 
TRAST® and consequently have impaired re- 
ticuloendothelial function are more sensitive 
to hemorrhagic shock. Further, Fine has re- 
ported that blood or plasma of dogs and rab- 
bits in irreversible shock (hemorrhagic or 
tourniquet) is toxic when transfused into re- 
cipient dogs and rabbits sensitized by having 
been reversibly shocked or pretreated with 
Thorotrast. 
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The thought that the toxic material arises 
hiefly from intestinal bacteria rests on the 
‘ollowing evidence. (1) Certain antibiotics 
ave greater prophylactic effectiveness when 
siven orally than when given parenterally. 
2) Hemorrhagic necrosis of the intestinal 
nucosa usually occurs in the irreversibly 
shocked dog and rat. (3) Irreversibility of 
hemorrhagic shock is delayed or prevented 
when the intestinal tract is separately per- 
fused with oxygenated blood at normal pres- 
sure and rate during the period of systemic 
hypotension."* The possibility is not excluded 
that bacteria of other tissues also may be 
involved. 

The idea that the toxic material is bacterial 
endotoxin stems from the following observa- 
tions. (1) Certain physiologic and pathologic 
phenomena of shock are similar to those fol- 
lowing endotoxin injection. (2) The shocked 
animal is very sensitive to injected endotoxin. 
(3) Animals made resistant to endotoxin by 
repeated injections of small doses are also 
resistant to hemorrhagic and drum shock. 
This endotoxin-induced resistance to shock is 
removed when Thorotrast is injected five 
hours prior to the hemorrhage—presumably 
because the Thorotrast impairs the function 
of the reticuloendothelial system. (4) Isotopi- 
cally labeled endotoxin given orally is par- 
tially absorbed. (5) Blood and plasma from 
irreversibly shocked dogs, when transfused 
into properly sensitized recipients, lead to 
hemorrhagic necrosis of the intestine and a 
condition Fine has described as a generalized 
Shwartzman reaction, just as does injected 
endotoxin. (6) Finally, Fine and associates 
compared the effects of the lipopolysaccharide 
fraction isolated from the plasma of normal 
dogs with that of shocked dogs. This fraction 
was chosen because it is here that endotoxins, 
if present in the plasma, would be found. 
They noted that this fraction obtained from 
the plasma of irreversibly shocked dogs was 
toxic and that the toxicity of the plasma was 
confined to the lipopolysaccharide fraction. 
None of the concentrates of normal plasma 
were toxic by any of the tests employed. 

It would seem that the germfree animal 
should be more resistant to shock than con- 


June 1961 


ventional bacteria-laden animals, but studies 
of hemorrhagic shock of rats and tourniquet 
shock of chicks have shown that this is not so. 
Experiments carried out with germfree ani- 
mals by Zweifach and associates” at the Uni- 
versity of Notre Dame and by McNulty and 
Linares* at the Walter Reed Army Institute 
of Research have shown that lethal shock can 
be induced in the absence of viable bacteria 
and that the course of events following the 
shock procedure, as judged by hemodynamic 
and pathologic changes, is similar whether 
viable bacteria are present in the animals or 
not. The presence of viable bacteria, there- 
fore, is not essential for the development of 
fatal shock. However, these data do not ex- 
clude the possibility that viable bacteria, or 
their products, are important in the develop- 
ment of irreversible shock in the conventional 
animal, in which viable bacteria are obvious- 
ly present. One cannot conclude that the mech- 
anisms leading to death from shock are neces- 
sarily the same in the germfree and in the 
conventional animals, although the hemody- 
namics, pathology and mortality are similar 
in both situations. As Zweifach and Fine did, 
we considered the possibility that the small 
amount of endotoxin presumably present in 
the autoclaved diet of the germfree animals, 
and therefore present in their intestines, may 
be functionally equivalent in the germfree ani- 
mal to the much larger amount of endotoxin 
present in the conventional animal. This 
would result from the presumed impairment 
of bacterial and endotoxin defense systems in 
the germfree animals. However, experiments 
with mice in the Department of Germfree Re- 
search at the Walter Reed Army Institute of 
Research have not supported this view; germ- 
free mice have not proved more susceptible to 
bacterial endotoxin than their conventional 
counterparts.** 

About 15 years ago, Prinzmetal and asso- 
ciates’” in California conducted an experiment 
in which they found that when rats were 
burned deeply and severely, so that there was 
relatively little measured fluid loss, many died 
in shock in the first 24 hours and 48 hours. 
In contrast, when other rats were burned more 
lightly over a similar area, many more sur- 
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vived, although they seemingly lost much more 
fluid than the rats with deeper burns. The sug- 
gestion was made that this was consistent with 
the “production” and release of toxic mate- 
rial at the deeply burned site. Recent studies 
have been conducted using the air-pouch tech- 
nics of Selye,’® in which air is injected sub- 
cutaneously under the skin of the rat and the 
raised area is then burned. Fluid, presumably 
from the burned area, accumulates in the air 
pocket, is aspirated and tested biochemically 
and physiologically. Rosenthal'’ in Chicago 
interprets his findings as consistent with the 
liberation of toxic material from the burned 
skin. He has found peptides in the fluid as well 
as nucleotides and many other substances. It 
has been known for years that certain peptides 
get into the lymphatic circulation and presum- 
ably into the general circulation following 
burns.*® 

Malm” in our laboratory has shown that 
these findings may be significant in the prob- 
lem of burn shock. He produced 50 per cent 
burns in a group of rats by holding their backs 
and abdomens against a hot plate at 240° C. 
This produces a deep third-degree burn. The 
injection of several proteolytic enzymes in 
doses which an unburned animal could handle 
without difficulty led to the death of a large 
number of the burned rats. Therefore, there is 
evidence not only that proteolytic enzymes 
are liberated from the burned area but also 
that the burned animal is highly sensitive to 
such enzymes. 

Russian workers also have presented experi- 
mental evidence on this subject.*® Dogs were 
flame-burned over 40 per cent of their body 
surface; the burns were third degree. An un- 
treated group of these animals were all dead 
in 36 hours. Other animals were given ordi- 
nary dog serum, blood, dextran, or other col- 
loids or exchange transfusions, but still 80 per 
cent died within one day, presumably of shock. 
Fluid replacement in these animals, therefore, 
did not prevent shock. However, the mortality 
rate was only 4 per cent among a group of 
these severely burned animals which were 
given serum taken from animals which had 
been burned less extensively and allowed to 
recover. The volumes of the “convalescent” 
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serum and the serum from the ordinary 
animals were identical, and therefore the 
difference in the mortality rate cannot be 
ascribed to a difference in amount of fluid 
therapy. This suggests that the serum from 
a previously burned animal is highly effec- 
tive when ordinary fluid replacement is in- 
effective. This experiment adds support to 
the idea that factors other than fluid loss are 
involved in shock. What these factors are, is 
another question. The Russian report advanced 
the idea that when tissue is burned the pro- 
teins are “denatured” or otherwise modified 
and are then toxic. Because of this they act 
as autoantigens and, if the burns are not too 
extensive, the animal will build “antibodies” 
to these antigens. Some of these “antibodies” 
will circulate in the serum, and when a freshly 
burned animal is given a transfusion of serum 
from an animal which has recovered from a 
burn, a passive transfer of antibodies is accom- 
plished according to the Russian thesis. 
This general problem blends into the ques- 
tion of the role of bacteria in burns. The Rus- 
sian study also included the period when overt 
infection seems to play a dominant role, name- 
ly, the first, second and third weeks after burn- 
ing. Animals were burned extensively by ex- 
posure to a flame for one and a half minutes. 
Those dogs which were given serum from un- 
burned dogs were dead within 12 days. None 
of the burned dogs which were treated with 
“convalescent” serum were dead after 36 days. 
The same type of result, but not as striking, 
was obtained by Malm” at our institution, 
but with rats instead of dogs. A very deep 
burn was produced by holding the anesthe- 
tized animal against a hot plate for a fixed 
time. Without special treatment except dex- 
tran and saline early, the mortality rate was 
75 per cent after five days and 90 per cent 
by 9 or 10 days. Treatment with serum from 
animals burned eight weeks previously lowered 
the mortality to around 20 per cent. These 
observations, therefore, agree in principle 
with those in the Russian study, and suggest 
there is something special about the serum 
from animals which have recovered from 
their burns. 
What is special about this serum from ani- 
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ricURE 3. A Reyniers-type heavy 
stainless-steel germfree tank. The 
Department of Germfree Research 
at the Walter Reed Army Institute 
of Research uses 16 such one-man 
tanks as well as four similar tanks 
designed for two-man operation. 


mals which have recovered from burns? The 
Russians advanced the idea that tissue pro- 
teins altered by the burn lead to “antibody” 
formation. Another possibility is that the 
serum contains “antibodies” to bacteria, be- 
cause deep burns always become infected and 
thereby the animal may be building up “anti- 
bodies” to the infecting microbes. How can 
we distinguish experimentally between the ef- 
fects of the burn itself and the effects of con- 
taminating bacteria? We are fortunate to have 
a laboratory at the Walter Reed Army Insti- 
tute of Research where we hopefully are able 
to do this. 

The equipment at the Walter Reed Germ- 
free Laboratory is modeled after that designed 
by Reyniers and Trexler at the University of 
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Notre Dame. Large steel autoclaves are ster- 
ilized by steam under pressure in the ordinary 
way at the start of an experiment, before the 
animals are placed in them. The personnel are 
separated from the animals and tank environs 
by long rubber gauntlets attached to the auto- 
claves. Portholes permit one to see what is 
going on. The air is filtered mechanically to 
provide the animals with sterile air, or a heat- 
ed sterilizing unit is used. The air then goes 
into the tank and exits through an exhaust 
trap filled with a germicidal solution. Animals 
have been kept germfree in our laboratory for 
as long as two years (figures 3 and 4). A 
small double-door autoclave attached to the 
main tank is used to get materials in and out 
of the isolators. 
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A variety of animals are available for lab- 
oratory work, ranging from chickens and 
turkeys to guinea pigs, rats and mice to mon- 
keys, sheep and goats. At Walter Reed we 
are working principally with rats, mice and 
guinea pigs. 

We are now conducting studies with burned 
animals which are germfree. If bacteria are 
critically connected with the seemingly bene- 
ficial effect of “convalescent” serum when 
transfused into burned animals, serum from 
germfree animals which have recovered from 
burns should not have any beneficial effect 
when transfused into other burned animals, 
germfree or conventional. On the other hand, 
if “convalescent” serum from germfree ani- 
mals does have a beneficial effect when given 
to germfree or ordinary animals, we will have 
to look for mechanisms other than bacterial 
ones to explain the effects of “convalescent” 
serum. I cannot tell you the results of these 
experiments, because they are just getting 
under way, but the potentials for experimen- 
tally segregating the effects of infection from 
the effects due to injury per se are at hand. 
I hope we will have the answer to this particu- 
lar problem within a year or two. 
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FIGURE 4. A rear view of a 
Reyniers-type germfree 
tank illustrating the tank 
autoclave through which 
materials are introduced 
into the chamber, the ger- 
micidal exhaust trap, and 
the four-barreled Fiberglas 
air filter. 


Surface Treatment of Burns 


Primary local treatment—The treatment of 
the burned skin has always been of paramount 
interest to the burned patient and his physi- 
cian. The injury is obvious; the associated 
pain may be intense. The number of agents 
which have been applied to burns is vast. Al- 
though there is no universal agreement on the 
best primary local treatment, certain funda- 
mental concepts are now widely accepted and 
have led to a more nearly unified view of treat- 
ment. It is clearly recognized that therapy of 
the local and general disturbances must be 
continually integrated from the time of injury 
to the end of convalescence. 

Upon arrival at the hospital, the burned 
patient should be placed on a sterile sheet, his 
clothing removed by gowned and masked at- 
tendants, and his burns covered with sterile 
sheets. The area and depth of burn should be 
carefully estimated and recorded. He should 
be weighed, or a recent weight ascertained. 

The possibility of respiratory damage or 
carbon monoxide poisoning should be evalu- 
ated. If the patient is conscious and in pain, 
but not intoxicated or in shock or suffering 
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om exposure to carbon monoxide or damage 

» the respiratory tract, morphine in small 

oses should be given slowly intravenously. 

.t this stage absorption of medication given 
ibeutaneously is unpredictable. If the afore- 
mentioned complications are present, DEM- 
x0L®, not morphine, should be used. Appro- 
priate “shock” therapy should be started. 

When the patient’s general condition is 
satisfactory, definitive local therapy should 
begin. One should try to correct the many 
physiologic and pathologic changes brought 
about by the burn. External and subcutaneous 
fluid loss should be limited, further contamina- 
tion prevented, and infection controlled. Any 
surface application should be rapid and rela- 
tively easy to apply, and the least possible 
attention should be required thereafter. Spon- 
taneous epithelization of second-degree burns 
should not be delayed; the separation of slough 
from deep burns should be hastened; the agent 
applied should not interfere with early surgi- 
cal excision. There should be no adverse local 
or systemic effects. Absorption of many sub- 
stances from the surface of both second-degree 
and third-degree burns has been demonstrated. 
Therefore, any agent applied to a burn either 
should not be absorbed or, if absorbed, must 
be nontoxic. At present, compression dress- 
ings or exposure to air seems to meet these 
requirements best. 

Several years ago there was much debate 
about whether a dressing should be applied 
to a burn or whether it should be left open. 
This debate has simmered down with the real- 
ization that each method has certain virtues 
and disadvantages. The exposure method of 
.reatment is not an easy method; it is not a 
treatment of neglect. Both methods have, of 
course, the same objective, to provide the con- 
ditions necessary for the quickest and safest 
healing. How this is theoretically accomplished 
by each method has been explained in other 
publications.”?"** 

We prefer the exposure method for burns 
of the face and perineum, and we prefer the 
compression-dressing method for burns of 
other areas, particularly extensive deep burns, 
circumferential burns of the trunk, and burns 
of the hands or feet. “The thoughtful surgeon 
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can often employ either alone or both in con- 
junction to the patient’s advantage. The effort, 
so far as I can determine now, should be 
focused on the production of a dry wound, 
free from infection, and early grafting of the 
full-thickness burn.”’** No fixed routine should 
be established for all cases. A clear under- 
standing of the underlying principles will 
make it clear when variation in methods 
should apply. 

Separation of dead tissue from deep burns 
—Deep burns should be covered with skin 
grafts at the earliest possible time. Until re- 
cently, most surgeons waited for spontaneous 
sloughing of the burned skin and formation 
of granulation tissue. This process is too slow 
and may lead to excessive scarring, contrac- 
tures and deformities. In addition, until epi- 
thelization is complete, infection and disturb- 
ances in nutrition, formation of red blood 
cells, and other important bodily functions 
persist. There has been a growing recognition 
that one should do something rather than “let 
nature take its course.” 

Chemical debridement—FEarly excision and 
grafting of extensive burns, as stressed, con- 
stitute a major undertaking, requiring a skilled 
team, adequate operating-room facilities, and 
differentiation of deep burns and superficial 
burns, which is not always easy. So it has been 
the hope that some sort of chemical or enzy- 
matic method of debriding these burned areas 
could be developed. Several preparations have 
been used successfully in animals for this pur- 
pose. However, as far as I know, there is not 
a single preparation which works effectively 
and predictably in man. We do not now have 
a method to accomplish so-called chemical 
debridement of a human third-degree burn. 
A few investigative groups are working on 
the problem of chemical debridement. The 
chief difficulty has been that the enzyme prep- 
aration either does not work at all on burned 
human skin or works “too well,” producing 
destruction of blood vessels and hemorrhage. 

Surgical excision—Immediate excision and 
skin grafting have been carried out occasion- 
ally. Theoretically, this is a sound procedure, 
because after a deep burn is excised and the 
wound successfully grafted, the area is covered 
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with skin in a week or 10 days. However, it 
has limited applicability because of the fur- 
ther physiologic upset it produces in a patient 
whose burn already may have caused shock. 
Further, it is often impossible to distinguish 
partial-thickness from full-thickness burns 
shortly after injury. Immediate excision, there- 
fore, is indicated only in obviously deep burns 
of relatively small area. Relatively few deep 
burns are in this category. 

When debridement is necessary, one should 
accomplish it surgically. I think the day is 
gone when one should allow a deeply burned 
area to slough gradually and wait for granula- 
tion tissue to appear before grafting. Now the 
problem should be attacked vigorously, with 
early excision and grafting. 

A number of surgeons have excised and 
grafted burns as early as 2 to 10 days after 
injury when the patient’s condition has stabi- 
lized. Allen®® has detailed the technic. In brief, 
all damaged tissue must be removed down to 
normal fat, fascia and muscle. Grafting may 
be done immediately thereafter or delayed a 
few days. In patients with extensive burns, 
these operations should be done in stages. At 
the moment, this is the procedure of choice.*® ** 
A skilled operative team is required. Spread 
of infection resulting from the operative ex- 
cision is a possibility, and generally one 
should administer appropriate antibiotics 
prior to, during and after the operation. 

Severely burned patients may pose difficult 
anesthetic problems. Cyclopropane is the 
anesthetic agent we have used most often. 
Patients with large denuded areas may lose 
heat excessively during an operation; in this 
situation appropriate countermeasures should 
be taken. 

Homografts—Homografting has a definite 
application in the care of the severely burned 
patient, particularly in children. When excised 
or granulating areas are covered with skin, 
even temporarily, the patient’s general condi- 
tion improves so that by the time the grafts 
dissolve one can apply autografts successfully. 
Homografts cannot be made to “take” perma- 
nently by the use of ACTH or cortisone. In- 
vestigation in the field of homotransplantation 
is active, and if the conditions necessary for 
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the “permanent take” of skin homografts can 
be established the care of the severely burned 
patient will be immensely improved! 

Positioning—Proper positioning of the pa- 
tient has been mentioned previously. Elevation 
of burned extremities, head, neck and upper 
thorax is useful in lessening edema and pain. 
The necessity for proper exposure of burns 
treated by the exposure technic has been em- 
phasized. If the patient is to be kept in bed for 
more than a few weeks, steps should be insti- 
tuted early to prevent foot drop. While supine, 
the patient’s feet should rest at right angles 
against a footboard; while prone, his feet 
should hang over the edge of the mattress to 
maintain the right angle. 

Physiotherapy—Intelligent physiotherapy 
can do much prophylactically and therapeu- 
tically in hastening rehabilitation of the burned 
patient. I will not attempt to detail the meth- 
ods here; the measures to be used must be 
adapted to each patient. 


Infection Associated With Burns 


Infection is the major cause of death of pa- 
tients with deep burns. While the slightly 
burned skin of superficial second-degree burns 
retains much of the resistance that normal 
skin has against bacteria, the slough charac- 
teristic of deep burns furnishes an excellent 
medium for bacterial growth. In addition, the 
patient’s immunologic defense mechanisms 
may be significantly lowered. An abrupt drop 
in serum properdin and gamma-globulin levels 
and increased sensitivity to injected endotoxins 
and bacteria have been observed in burned ani- 
mals. A severe disturbance in the phagocytal 
function of the reticuloendothelial system of 
the burned dog has also been described; pre- 
viously phagocytized particulate matter is ex- 
truded and there is a progressive decrease in 
efficiency of phagocytosis.**'*® It seems likely 
that the “resistance” of the severely burned 
patient also is lowered, but studies have been 
inadequate. The burned patient who is also 
exposed to significant irradiation is particu- 
larly sensitive to infection. I will not discuss 
in detail this very important problem here but 
refer the interested reader to the papers by 
Tumbusch and associates,”* Colebrook, Dun- 
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FIGURE 5. Lungs of a 
burned patient who died. 
Note plug of pseudomem- 
branous material in the 
larynx. Microscopically 
there were plugs all the 
way down into the smaller 
bronchioles. 


can and Ross,”’ Altemeier,*® Kefalides and 
associates,” and Millican.*” 


Injury of the Respiratory Tract 


I want to call attention to another impor- 
tant problem in burns quite apart from the 
burned skin. It concerns injury of the respira- 
tory tract. Figure 5 illustrates the lungs of a 
burned patient who died. You can see a plug 
of material in the larynx, and microscopically 
there were plugs all the way down into the 
smaller bronchioles. This unfortunately can 
occur in a patient who is exposed to fumes in 
a fire for a fairly long period, and the impor- 
tant thing to remember is that although it is 
most often associated with facial burns it can 
occur in their absence. 

After the Cocoanut Grove fire in Boston in 
1942 we had three patients who had severe 
injury of the respiratory tract but no burns 
on the face.** Among the Cocoanut Grove vic- 
tims the fundamental pathologic lesion was a 
necrotizing laryngotracheobronchitis with the 
formation of a pseudodiphtheritic membrane. 
Many of the respiratory passages were oc- 
cluded by the pseudomembrane and viscid, 
sanguineous, mucoid exudate. There were 
scattered areas of congestion, atelectasis, em- 
physema and hemorrhage. The usual symp- 
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toms were sore throat, cough, hoarseness, 
dyspnea, cyanosis, wheezing, stridor, raising 
of sputum (mucoid, purulent, bloody) and 
restlessness. Scattered areas of dullness, hy- 
perresonance and rales of all varieties were 
commonly found. Scattered areas of atelec- 
tasis, emphysema, congestion and consolida- 
tion were observed roentgenographically. Sec- 
ondary pulmonary infections were few and 
usually mild, presumably because of the early 
and sustained chemotherapy with sulfona- 
mides. The respiratory damage probably was 
due to irritants in the fumes and particles 
from the fire. From experimental studies by 
Moritz and associates,** it would appear un- 
likely that inhalation of hot air, as such, was 
an important factor. The victims who lost con- 
sciousness sustained the most severe respira- 
tory damage; presumably they were exposed 
for the longest periods and thus inhaled the 
most fumes. 

Injury of the respiratory tract associated 
with burns is not caused exclusively, however, 
by mass conflagrations. It may be a complica- 
tion of burns received in an “ordinary” way. 
Cope and Phillips® recently reported that in- 
jury of the respiratory tract and its complica- 
tions were the major causes of death among 
burned patients who received treatment at the 
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Massachusetts General Hospital during recent 
years. 

Injury of the respiratory tract should be 
suspected in any patient who has inhaled large 
amounts of hot smoke, particularly if he has 
lost consciousness. This complication arises 
most often in association with facial burns but 
may occur in their absence. Many of the pa- 
tients have singed nasal hair, soot on their 
faces, and burns of the nasopharynx. If respir- 
atory injury is suspected, the patient must be 
watched closely. All personnel who come in 
contact with him should be masked. A trache- 
ostomy kit should be kept at his bedside. The 
nose, nasopharynx, epiglottis, larynx and vocal 
cords should be examined. If the nasopharynx 
is burned, the nose should be swabbed with 
bland oil. It sometimes is helpful to have the 
patient gargle with a warm, soothing solution 
such as glucose in water. 

Some of the symptoms to look for are dysp- 
nea, cough and hoarseness, and these usually 
develop within the first several hours and be- 
come definite in six to eight hours. Respira- 
tions should be checked every half hour. The 
air in the room should be humidified. The 
patient should be turned frequently and en- 
couraged to cough. If hoarseness, dyspnea or 
stridor develops, he should be placed in an 
oxygen tent. Helium-oxygen mixtures may be 
more easily breathed than 100 per cent oxy- 
gen. If there is evidence of bronchial spasm, 
intravenous aminophylline should be tried, or 
ADRENALIN® or ephedrine by nebulizer. Deep 
respirations should be induced for a few min- 
utes every one to two hours by having the 
patient inhale a 10 per cent carbon dioxide-90 
per cent oxygen mixture. Oxygen under pres- 
sure, together with a detergent and antispas- 
modic agent, may be useful. Generalized la- 
ryngotracheobronchial spasm may seize the 
patient suddenly and may kill him unless it 
is relieved immediately by tracheostomy or 
artificial respiration, or both. Tracheostomy is 
necessary if stridor, air hunger or other signs 
of laryngeal obstruction appear. If indicated, 
tracheostomy should be done early. If the 
question arises whether or not to perform 
tracheostomy, it should be done at once. But 
the problem does not end when this is ac- 
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complished, because there may be obstruction 
farther down in the bronchial tree and simple 
aspiration through the tracheal stoma may be 
ineffective. It may be necessary to put down 
a bronchoscope to remove a plug. The impor- 
tant thing is to be aware of the possibility of 
injury of the respiratory tract in association 
with burns. Suction through the tracheostomy 
tube should be applied repeatedly as needed; 
and when simple aspiration fails, broncho- 
scopic aspirations may succeed. 

Restlessness of these patients may be due 
primarily to lack of oxygen, in which case the 
oxygen supply should be increased as already 
outlined. Or it may be due to pain (from sur- 
face burns), for which Demerol, not morphine, 
should be used. Or the restlessness may be 
due to fear and nervousness, in which case 
barbiturates should be given. 

If the patient with injury of the respira- 
tory tract also has extensive surface burns, ap- 
propriate fluid (colloid and electrolyte) should 
be given without hesitation, but cautiously, to 
prevent or treat shock. However, the patient 
must be watched closely for pulmonary edema. 

Parenteral penicillin, in large doses, should 
be started when the patient enters the hospital. 
Antibiotic therapy might be altered later, if 
this is indicated by bacteriologic studies. Sec- 
ondary pulmonary infection must be averted, 
or treated vigorously if it occurs. 

Residual damage from the injury of the 
respiratory tract apparently is neither com- 
mon nor severe. 


Other Problems Associated With Burns 


Many other important problems of the se- 
verely burned patient have not been men- 
tioned. The metabolic and nutritional dis- 
turbances; alterations in the renal, adrenal. 
hepatic and cerebral function; changes in tem- 
perature-controlling mechanisms, and the ane- 
mia which so often complicates a severe burn 
are all basic problems. These have been dis- 
cussed elsewhere.**** 


Possibilities for the Future 


An experiment conducted about 15 years 
ago by Hoene* and his colleagues in Canada 
points up what we could conceivably hope for 
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the future in regard to the prevention of 
rns. One limb of a rat was burned by plac- 
r it in hot water (48° C.) for two minutes 
d 15 seconds. Three days later, the pre- 
ined limb and another limb of the rat were 
iced in hot water (49° C.) for two minutes 
nd 30 seconds. In the next several days there 
was no evidence of injury to the previously 
burned limb, whereas the other limb was ob- 
viously severely burned. This experiment sug- 
gests that something might be done to change 
the resistance of the skin or the tissues to burn 
injuries. The whole question of natural and 
acquired resistance to injury is now under 
active investigation. Conceivably, by appro- 
priate pretreatment one might be able to pro- 
duce a state wherein a burn injury that other- 
wise would be harmful or even lethal might 
be innocuous. Whether or not this will ever 
come to pass we certainly do not know, but 
I think this observation, which since has been 
repeated in several other laboratories, is too 
important and basic to be ignored. 


Discussion 


QUESTION: What is the current feeling re- 
garding the use of cadaver skin for grafting? 

DR. LEVENSON: In the early excision and 
grafting of a large burn, if there is not enough 
of the patient’s skin available certainly the 
use of homografts is indicated, and these can 
be from living persons or suitable cadavers. 
These homografts (if viable) will “take” and 
will survive for periods up to eight weeks. 
During this time the wound is closed and 
clean. Hopefully, as the donor site heals one 
can replace the homograft with a fresh crop 
of the patient’s skin and keep ahead of the 
sloughing of the homograft. 

QUESTION: In the experiments in which the 
preburned leg of the rat was protected against 
subsequent burning, how long did the protec- 
tion last? 

DR. LEVENSON: This matter has not been 
studied adequately. 

QUESTION: Do you ever use ACTH in the 
shock phase of a burn? 
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DR. LEVENSON: We have not used it. When 
a patient is severely burned, the adrenal gland 
is stimulated almost maximally. Conceivably 
there are situations where adrenal steroids, 
but not ACTH, might be used for the treat- 
ment of burn shock. If the patient had inade- 
quate adrenal function prior to injury, cer- 
tainly you would want to use cortisone or 
other suitable adrenal steroids. I have not seen 
documented early adrenal failure in a burned 
patient previously in good health. It is pos- 
sible that hypofunction of the adrenal gland 
might occur, and the need for hormonal re- 
placement therapy might become necessary. 

Another situation where this form of ther- 
apy might be used would be a patient who is 
seen late, has severe burn shock, and fails 
to respond to appropriate therapy. You must 
use your clinical judgment, but if a patient 
is not responding to therapy that you consider 
really adequate in terms of fluid volume, elec- 
trolytes, colloids, acid-base correction, and so 
on, then cortisone in pharmacologic doses 
might be tried. A basis for this suggestion is 
the work I mentioned in regard to endotoxin. 
If endotoxin actually is getting into the circu- 
lation and if it really has a role in irreversible 
burn shock in man, its effects perhaps can be 
counteracted by large doses of cortisone. This 
same general problem may arise later in a 
burned patient’s course if an overwhelming 
infection, particularly with Gram-negative or- 
ganisms, is present. 

QUESTION: In these animal experiments, has 
anyone ever cut off the burned extremity im- 
mediately to see if that would have any effect? 

DR. LEVENSON: Yes, this has been done. Of 
course, if you cut off the extremity immediate- 
ly, you can prevent burn shock. But this can 
be interpreted two ways: (1) By cutting off 
the burned extremity you have taken away the 
injured area; thus, there is no fluid loss; (2) 
you have cut off the source of “toxins.” 


The references cited in this paper are available in the 
author’s reprints or on request to the Editorial Depart- 
ment, PostcrapUATE Mepictne, Essex Building, Minne- 
apolis 3, Minnesota. 
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EMERGENCY SURGERY FOR GENERAL PHYSICIANS, PART 3 


Management of Tetanus 
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As recently as 1957,! 
the mortality rate in 
462 cases of tetanus re- 
ported in the United 
States was 58 per cent. 
Despite recent rapid 
advances in medical 
knowledge and therapy, 
the mortality rate re- 
mains extremely high. 
The aims of manage- 
ment can be simply 
stated. They are early diagnosis,” early ther- 
apy and supporting care. The therapy of the 
patient with tetanus is essentially symptomatic. 

Several considerations are important in de- 
termining prognosis and in planning the thera- 
peutic regimen. Debility,* extremes in age,* 
incubation period,” and onset time® appear to 
be important factors. The prognosis in pa- 
tients with pre-existing heart disease, respira- 
tory disease, or poor nutritional status is 
worse than it is in patients without these dis- 
orders. The problems in management of both 
the aged and the very young contribute to a 
poorer prognosis. The mortality rate associ- 
ated with an incubation period of more than 
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10 days is about 20 per cent, which, though 
significant, is considerably lower than the mor- 
tality in cases with an incubation period of 
less than 10 days. The onset time frequently 
has been considered to be a better prognostic 
criterion than the incubation period, since 
there may be no obvious injury or there may 
be multiple injuries that preclude a determina- 
tion as to which of them harbored the source 
of infection. The onset time usually can be 
determined fairly accurately. It is the period 
from the appearance of the first symptom to 
the appearance of generalized spasms. When 
it is less than 24 hours the mortality is ex- 
tremely high, in most instances over 80 per 
cent. When it is less than 48 hours the mor- 
tality rate is still about 50 per cent. The 
outlook for patients in whom the onset time 
is more than 48 hours is hopeful, and when 
the onset time is more than five days the 
mortality rate is about 10 per cent. 

The rate of regression of symptoms in both 
mild and severe forms of tetanus is approxi- 
mately the same. The period ranges from 11 
to 47 days‘ with an average of about 24 days. 
It appears that a fixed time is necessary for 
removal of the tetanus toxin. Apparently “un- 
coupling” of the neurotoxin is related more 
to time than to quantity. 

A program of therapy® should prevent the 
further absorption of toxin, eliminate any 
focus of infection, maintain an airway, main- 
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‘n adequate ventilation, prevent pulmonary 
mplications, control spasms, maintain nu- 
trition and fluid balance, and prepare for re- 
habilitation. Patients who survive should not 


have sequelae from tetanus. 


Administration of Antitoxin 


(ntitoxin is given to neutralize circulating 
toxin and prevent further absorption of the 
toxin into the central nervous system. No uni- 
form method of administration has been de- 
vised. It is doubtful whether local administra- 
tion at the site of injury has any advantage 
over intramuscular or intravenous administra- 
tion. Intrathecal injections should not be used. 

Before administration of antitoxin, an intra- 
dermal sensitivity test or a conjunctival sensi- 
tivity test or both should be performed. The 
limitations of these tests and a detailed account 
of other aspects of antitoxin administration 
are given in an excellent report to the Council 
on Drugs of the American Medical Associa- 
tion.” Epinephrine, aminophylline and oxygen 
should be immediately available before anti- 
toxin is given. 

Patients who exhibit sensitivity can be de- 
sensitized. The Mayo Clinic’? recommends the 
prior administration of an antihistamine and 
the use of an ACTH drip (30 to 60 units) 
with 0.5 mg. of 1:1000 epinephrine in an 
intravenous solution of 1000 ml. of 5 per 
cent dextrose. This infusion is given rather 
briskly and after 30 minutes 0.1 ml. of diluted 
antitoxin (1:100) is given subcutaneously. If 
no reaction occurs after 10 minutes, a larger 
dose of the diluted antitoxin is given, 0.2 ml., 
then 0.4 ml., and finally 0.8 ml. If this dilu- 
tion of antitoxin does not produce a reaction, 
a dilution of 1:10 of the tetanus antitoxin 
is given in a similar series of doses at 15 
minute intervals. If no reaction occurs, a 0.1 
ml. dose of undiluted tetanus antitoxin then 
is given intramuscularly. If there is no re- 
action, the dose of undiluted serum is in- 
creased to 0.3 ml., 0.5 ml. and finally 1.0 ml. 
at 15 minute intervals. One milliliter is ad- 
ministered every 15 minutes until the total 
dose has been given. If reactions occur, the 
dose is decreased by one or two increments 
and then increased more slowly. Bovine serum, 
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when available, should be used in persons 
sensitive to horse serum. 

Adequate blood levels'' are obtained with 
injections of 80,000 to 100,000 units of anti- 
toxin. Larger or repeated doses increase the 
incidence of serum reactions. There appears 
to be an inhibitory effect on the production 
of active immunity if antitoxin and toxoid are 
given simultaneously. The use of toxoid in a 
case of tetanus can be delayed until the patient 
is convalescent. Active immunity must be 
given, since recurrent tetanus’ is a relatively 
frequent occurrence. 


Care of the Wound 


Good surgical principles‘* should be ob- 
served in the care of the wound. Necrotic 
tissue or tissue with inadequate blood supply 
should be removed. Good hemostasis should 
be obtained to prevent formation of hema- 
toma. Since the tetanus bacillus, Clostridium 
tetani, is an anaerobe, the medium for growth 
usually is supplied by devitalized tissue or 
an area of infection resulting from symbiotic 
bacteria. Penicillin is bactericidal to the clos- 
tridial organisms, and a wide-spectrum anti- 
biotic can be used to cover the symbiosis. 

There is no evidence that amputation at a 
distance from the site of injury’* will improve 
the prognosis. All grossly infected wounds 
should be debrided widely. Particularly haz- 
ardous are burns, compound fractures, punc- 
ture wounds and any wound that has had 
contact with the soil. Culture of the wounds 
should be done whenever possible. 


Tracheostomy 


Tracheostomy has been advocated in the 
management of all patients with tetanus.’® 
Some clinicians have modified this view since 
the advent of chlorpromazine’® and mepro- 
bamate, but for the physician who encounters 
a patient with tetanus only occasionally it 
might be wise to recommend prophylactic 
tracheostomy in every case. Absolute indica- 
tions for tracheostomy” are as follows: (1) 
all cases in which the incubation period is 
less than 10 days or the onset time is less 
than 48 hours; it can be anticipated that under 
these conditions the disease probably will be 
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severe; (2) patients with respiratory spasms 
longer than 15 seconds in duration; (3) pa- 
tients who are unable to swallow pharyngeal 
secretions; (4) patients who are unable to 
cough and clear tracheobronchial secretions; 
(5) the presence of excessive tongue biting 
or edema of the tongue leading to mechanical 
obstruction of the upper airway; (6) the pres- 
ence of coma, usually due to oversedation; 
(7) the presence of any pulmonary complica- 
tion; (8) patients in whom peripherally act- 
ing muscle relaxants are being used; (9) 
inspiratory stridor; (10) laryngeal obstruc- 
tion due to spasm or the presence of secretions. 

Tracheostomy may be done under local 
anesthesia, but where adequate facilities are 
available the procedure is better accomplished 
with the use of peripherally acting muscle re- 
laxants, thiobarbiturates and endotracheal in- 
tubation. Wound debridement can be accom- 
plished at the same time. 

The presence of a tracheostomy does com- 
plicate the clinical management.’*:’® Inade- 
quate humidification of the inspired air creates 
a major problem. Tracheobronchial secretions 
become dry and tend to crust the air passages 
and the tracheostomy tube. Frequent deep 
tracheal suctioning in an attempt to remove 
the secretions is traumatic and may lead to 
bleeding within the trachea or major bronchi 
and eventually to tracheitis sicca. This se- 
quence of events can be avoided by providing 
adequate humidity. Heated mainstream” nebu- 
lization, especially during assisted ventilation, 
is the ideal mechanical method of producing 
adequate humidification. If a heated main- 
stream nebulizer is not available, tracheostomy 
masks, steam tents, expired air heat ex- 
changers™ or other technics are essential to 
aid humidification. 

Saline irrigation of the trachea can be used 
to loosen and remove encrusted secretions. 
Initially, 5 to 10 ml. of warmed saline is in- 
stilled. Larger volumes of 20 to 30 ml. are 
used if the smaller volumes are tolerated. 
Much of this saline will be absorbed rapidly, 
and the remainder is removed with careful 
deep tracheal suctioning. It is advisable to use 
catheters which can be inserted selectively into 
both the right and left main stem bronchi. 
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Good postural drainage by placing patients in 
the full lateral position is essential. Chest 
pounding is helpful in mobilizing tracheo- 
bronchial secretions. Bronchoscopy can be 
done relatively easily and atraumatically 
through the tracheal stoma. 


Sedation 


The backbone of symptomatic therapy is 
aimed at maintenance of a patent airway and 
a normal respiratory exchange. Muscular 
spasm interfering with a patent airway and 
ventilation must be controlled, without con- 
comitantly depressing respiration. Barbitu- 
rates, paraldehyde, chloral hydrate, opiates, 
tribromoethanol and other sedatives are of 
limited value. In only the mildest cases do 
these drugs control spasms without producing 
excessive respiratory depression. There must 
be sufficient control of reflex spasms to permit 
the accomplishment of routine nursing proce- 
dures. These include turning for postural 
drainage, deep tracheal suctioning, bladder 
and bowel care, blood pressure measurements, 
and feeding via a nasogastric tube, all of which 
can be stimulating procedures to the patient 
with tetanus. 

With the exception of the peripherally act- 
ing muscle relaxants, the phenothiazine de- 
rivatives** have provided the most effective 
control of reflex spasms. Meprobamate”* ap- 
pears to be the drug of choice since it effective- 
ly abolishes reflex spasms due to noise or light. 
It does not appear to abolish seizures result- 
ing from bladder or bowel distention, mucus 
in the tracheobronchial tree, or proprioceptive 
stimulation from turning the patient. Mepro- 
bamate is given intramuscularly in an 8 per 
cent solution in polyethylene glycol. Single 
injections of 400 mg. are given to adults every 
three or four hours. The dose is titrated to 
provide the necessary control. Proportionately 
smaller doses are used in children and infants. 
Since there is a wide range of safety, the dos- 
age can be adjusted by trial and error. When 
this does not provide adequate control, chlor- 
promazine (25 to 50 mg.), promethazine (25 
mg.) and pentobarbital (30 to 60 mg.) can 
be added as needed. These may be given in- 
tramuscularly or intravenously. 
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Drugs such as mephenesin™ and metho- 

rbamol® which diminish skeletal muscular 

ne by acting on the central nervous system 

ve been used to control muscular spasms. 

»wever, adequate control can be obtained 
only through intravenous administration, 
thereby limiting their application in therapy. 

Peripherally acting muscle relaxants such 
as curare, gallamine and succinylcholine can- 
not be used effectively without producing re- 
spiratory depression. Their use is reserved for 
patients’? in whom generalized spasms cannot 
be controlled without producing inadequate 
ventilation. These patients must be managed 
by a team experienced in handling respiratory 
emergencies, skilled in the use of respirators, 
and practiced in administering relaxants. 


Other Important Aspects 
of Management 


Constant supervision by nurses is essential 
during the acute stage of tetanus. Initially an 
intravenous infusion should be maintained 
until the effects of therapy are evaluated; this 
also provides a route for emergency adminis- 
tration of drugs. Daily intramuscular injec- 
tions of 600,000 units of penicillin are ade- 
quate. Other antibiotics can be added as 
specific indications arise. 

A cleansing enema should be given as early 
in the course of the disease as practicable. 
Urinary retention catheters should not be used 
unless absolutely necessary. Most of the pa- 
tients will need nasogastric tubes for sup- 
plemental feeding, since swallowing usually is 
impaired. Attempts to administer fluids or 
solids orally should be deferred until there is 
virtually no difficulty with swallowing. A care- 
fully selected diet should be used to prevent 
either diarrhea or fecal impaction. Supple- 
mental vitamins should be given. 

The hemoglobin level should be checked 
three times a week, since anemia frequently 
develops. A routine electrocardiogram is 
taken following admission. Cardiovascular 
complications occur frequently in the older 
age group. A posterolateral and a lateral chest 
roentgenogram are taken in convalescence, 
since compression fractures*® of the thoracic 
vertebral bodies are common and may give 
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rise to symptoms. Active and passive physio- 
therapy is used as early as possible to reduce 
limitation of joint motion and to speed re- 
habilitation. Medications are reduced grad- 
ually as convalescence progresses. When prob- 
lems of upper airway obstruction and removal 
of tracheobronchial secretions no longer exist, 
the tracheostomy tube is removed. 


Summary 


Recovery of the patient with tetanus should 
be anticipated. An over-all plan of manage- 
ment should be formulated for each case. 
Consultation services should be used freely. 
Successful therapy depends on competent 
nursing care and intelligent supervision by the 
physician. Prevention, recognition and treat- 
ment of respiratory complications are needed 
if mortality is to be reduced significantly 


Discussion 


QUESTION: What would you say is the usual 
lethal mechanism in tetanus? 

DR. OSWALD: My impression is that the pa- 
tient almost invariably dies a respiratory 
death. Occasionally cardiac failure occurs, but 
this is probably secondary to hypoxia, hyper- 
pyrexia with tachycardia, or pre-existing heart 
disease. 

QUESTION: One area of the problem that I 
think should be mentioned, for the sake of 
completeness, is the propaganda for wide- 
spread use of toxoid. Throughout the state 
of Iowa, where I come from, you would be 
surprised how many farmers, for example, 
have never heard of tetanus toxoid. 

DR. OSWALD: Unfortunately I failed to men- 
tion this. It is the only way we are ever goinz 
to eradicate tetanus. In every patient who 
comes into your office you should consider 
initiating active tetanus immunization. 

QUESTION: How about boosters? 

DR. OSWALD: You can expect to get effective 
antitoxin levels in patients who have had a 
toxoid booster within the past five years, and 
occasionally with an even longer interval be- 
tween boosters. There are persons who will not 
get active immunity from toxoid, but fortu- 
nately they are few in number. Reactions to 
toxoid also occur infrequently. 
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QuEsTION: Who should get tetanus anti- 
toxin prophylactically? 

DR. OSWALD: If a wound is clean and can 
be considered sterile, do not give antitoxin; 
begin active toxoid immunization. 

QUESTION: There is a legal implication here. 

DR. OSWALD: The Mayo Clinic, as well as 
others, advocate this as an accepted method. 
Since we know reactions to antitoxin can be 
fatal, we can legitimately weigh the risk of 
one against that of the other. When you have 
decided not to give antitoxin, and know why, 
I do not think you can be implicated. In any 
wound which is doubtful, antitoxin is given. 
Routinely, 3000 units are used; whether or not 
this is an adequate dose or the best dose is 
still not determined. At least 30,000 units are 
given whenever it is impossible to debride a 
wound adequately, especially if there is a pos- 
sibility that this might be a focus of tetanus 
infection. In essence you then are trying to 
provide neutralization of circulating toxin. 

QUESTION: Well, in Iowa I think nearly 
everybody has an occupational hazard. 

DR. OSWALD: Then by all means you should 
give tetanus toxoid routinely to all patients. 
If you are responsible for providing continued 
active immunization, you should see that 
toxoid is given every five years. 

I would ‘like to read you portions of the 
recommendations of the Mayo Clinic. Active 
immunization is now advocated for all those 
exposed to occupational risks of infection, all 
infants, convalescents of clinical tetanus, all 
persons with a past history of allergy, and in- 
jured persons previously actively immunized, 
to whom a booster dose of tetanus toxoid 
should be given and not prophylactic anti- 
tetanic serum. 
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Are You Always Sure of 
Your Diagnosis of Venous Thrombosis? 


Tue superficial veins of the leg are readily accessible for examination, but the 
deep veins are hidden within the muscle compartments. Phlebography provides a 
means of visualizing deep veins, and can assist in making a correct diagnosis. 


Method of Phlebography 





Patient is placed in a semierect position (60 degrees for 
suspected thrombosis in vein of calf, 30 degrees for sus- 
pected thrombosis in femoral or iliofemoral vein). 





A needle or polyethylene tubing is introduced into any 
superficial vein on dorsum of the foot, and connected to 
a saline drip. 


A rubber tourniquet is applied tightly around the ankle. 


2. 
Forty cubic centimeters of 50 per cent HYPAQUE® sodium 
is injected over a one minute period. 


A long (14 by 34 in.) film is exposed. 
3. 
If ambulatory prior to examination, patient raises him- 
self on toes from 3 to 10 times. 
A second long film is exposed. 


Patient is returned to horizontal position, and saline 
solution is flushed through the needle. 
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Diagnosis of Deep Venous Thrombosis 


Greater 
Yel s)al-Talel®) 


Superficial (s) 
femofal 


Deep (d) 


Yaatelgel| 


Normal Phlebogram 


ee rNali-ialels 
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Typical Thrombi 


Before After 
Exercise Exercise 
Characteristics 


1. Thrombus defect has sharp mar- 
gins in a heavily opacified vein. 


i) 


It is seen on at least two roent- 
genograms. 


3. Smaller bubblelike thrombi may be 
seen distally. 


1. A long segment of the vein may 
not be visualized. 
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Thrombosis in Vein of Calf 


Swelling in calf absent in 35 per cent, mini- 
mal in 55 per cent 


Tenderness absent in 20 per cent 


Homans’ sign absent in 50 per cent 


Diagnosis of Deep Venous Thrombosis (Continued) 




























Clinical Signs Are Frequently Unreliable 














Thrombosis in Femoral Vein 


Swelling in calf minimal in 10 per cent, in 
thigh minimal in 30 per cent 


Tenderness absent in 20 per cent 


Homans’ sign absent in 30 per cent 
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Thrombosis in Iliofemoral Vein 


Swelling in calf moderate in 20 per cent, in 
thigh moderate in 15 per cent 





Tenderness never absent 


Homans’ sign absent in 50 per cent 








No Vasospasm 


With Vasospasm 





With Gangrene 
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Problem Cases 


Problem 1. Repeated pulmonary emboli in 52 year old woman 
Physical signs: No swelling or tenderness, Homans’ sign absent 
Phlebogram: Thrombi demonstrated in peroneal vein 
Treatment: Ligation of femoral vein 


Problem 2. Pain in calf after gastrectomy in psychoneurotic 44 year 
- ; ps) ; 
old woman 
Physical signs: No swelling, minimal tenderness, equivocal Homans’ sign 
y g g q g 
Phlebogram: Thrombi in veins of calf extending into popliteal vein 
Treatment: Anticoagulants and bed rest 


Problem 3. Pain in thigh after osteotomy in 42 year old woman 

Physical signs: Swelling in thigh and calf, tenderness in medial and lateral 
thigh, Homans’ sign absent 

Phlebogram: Normal 

Treatment: Observation. Deep wound abscess became obvious 


Diagnostic Results in 100 Extremities 
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venous thrombosis. 


























Thrombosis Significant deep-vein Nondiagnostic 
confirmed thrombosis ruled out examination 
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Reason for Phlebograms 


This procedure is used to determine source 
of pulmonary emboli and to assist in cor- 
rect diagnosis in patients with suspected 














(LINICAL STUDY 


Evaluation of Librium® as a 


Preanesthetic Medication 


CARL A. COPPOLINO* AND GEORGE WALLACE} 


Methodist Hospital, Brooklyn 


The use of tranquilizers as preanesthetic drugs 
has reduced the respiratory depression, nau- 
sea, vomiting, dizziness, dysphoria and addic- 
tion associated with administration of nar- 
cotics and barbiturates. Nevertheless, certain 
side effects, particularly hypotension, result- 
ing from even single doses of the more potent 
phenothiazines’’” as well as from other mem- 
bers of this class of compounds’ have limited 
their usefulness in surgical procedures. 

The present investigation was undertaken 
to evaluate a new psychotherapeutic drug, 
methaminodiazepoxide (LIBRIUM®),i as a 
preanesthetic medication. This drug was se- 
lected because of generally impressive reports 
of its safety and effectiveness in relieving 
anxiety and tension. 


Chemistry of Librium 


Librium (methaminodiazepoxide) is 7- 
chloro-2-methylamino-5-pheny1-3H-1,4-benzo- 
diazepine 4-oxide hydrochloride. It is a color- 
less crystalline material which is highly soluble 
in water but unstable in solution. The powder 


*Senior Resident in Anesthesiology; ¢Director, Department of Anes- 
thesiology, Methodist Hospital, Brooklyn, New York. 


tRoche Laboratories, Division of Hoffmann-La Roche. 
Inc., Nutley, New Jersey. 
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Librium, a new psychotherapeutic agent un- 
related chemically or pharmacologically to 
other known tranquilizers or antidepres- 
sants, was administered in a dose of 25 or 
50 mg. in combination with a sympatho- 
mimetic drying agent as preanesthetic medi- 
cation to 400 patients undergoing elective 
surgical procedures. It alleviated apprehen- 
sion effectively. Optimal results were 
achieved with the 50 mg. dose. There was 
no evidence of alteration in blood pressure, 
of respiratory depression, or of influence 
on anesthetic requirements. 


must be protected from light. As can be seen 
from the structural formula, Librium is chemi- 
cally unrelated to any known tranquilizers. 


NHCH, 
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GEORGE WALLACE 


Pharmacology of Librium* 


Librium exhibits tranquilizing, muscle-re- 
laxing and anticonvulsant properties in lab- 
oratory animals and produces a unique calm- 
ing effect on vicious or agitated monkeys. It 
lacks the autonomic blocking effects of chlor- 
promazine and reserpine, is more potent than 
meprobamate as a muscle relaxant, and does 
not induce the hypnosis of the barbiturates, 
although its anticonvulsant properties are 
similar to those of phenobarbital. 

In anesthetized dogs, Librium had no effect 
on blood pressure when administered intra- 
venously in a dose of 4 mg. per kilogram of 
body weight, and only slight depressor effects 
were observed with doses of 8 to 16 mg. per 
kilogram. Heart rate was not affected by doses 
up to 4 mg. per kilogram, and only slight slow- 
ing occurred with higher doses. 

Clinically, methaminodiazepoxide reduces 
anxiety and tension without impairing higher 
mental functions or significantly altering blood 
pressure.” Onset of action is rapid, the first 
observable therapeutic effects having been re- 
ported to occur within a few minutes.*’ The 
need for narcotics was definitely decreased 
when the drug was used in narcotic addicts.® 


Method of Study 


In the present pilot study, 400 unselected 
patients undergoing all types of surgical pro- 
cedures were given Librium as preanesthetic 
medication. Their ages ranged from 14 to 
91 years. Physical status was extremely vari- 
able, the only constant factor being that the 
surgical procedures were elective. 

In order to determine the most effective 
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dose of Librium, the 400 patients were di- 
vided into two equal groups. Group A re- 
ceived 25 mg. and group B 50 mg. of the 
drug. Librium was administered orally one 
and a half hours prior to the onset of anes- 
thesia. Each patient received either 25 or 50 
mg. in combination with an intramuscularly 
administered sympathomimetic drying agent. 

Anesthesia was induced by both inhalation 
and regional technics. The inhalation agents 
used included thiobarbiturates, cyclopropane, 
ether and halothane. The regional technics 
employed were subarachnoid block, brachial 
plexus block and digital block. 

The psychic state, degree of somnolence, 
respiration, blood pressure and pulse rate 
were observed before and after administra- 
tion of Librium. The presence or absence of 
nausea and vomiting, effect on pain, and effect 
on subsequent use of anesthetic drugs were 
also recorded. 

Sixty-four (32 per cent) of the 200 pa- 
tients receiving 25 mg. and 75 (37.5 per cent) 
of the 200 patients receiving 50 mg. were 
judged as being apprehensive the night prior 
to operation. 


Results 


Psychic state—Evaluation immediately 
prior to anesthesia revealed no apprehension 
in any of the 400 patients (table 1). 

Somnolence—One hundred and forty (70 
per cent) of the 200 patients receiving 25 mg. 
and all of the 200 receiving 50 mg. of Librium 
were found to be somewhat somnolent prior 
to the onset of anesthesia. In spite of somno- 
lence, there was no evidence of a lack of re- 
sponse to environmental stimuli. 

Respiration—Comparison of premedication 
and postmedication records of respiratory 
status did not reveal evidence of respiratory 
depression. 

Blood pressure and pulse rate—There was 
no evidence of alteration in either blood pres- 
sure or pulse rate in the immediate preanes- 
thetic period. 

Nausea and vomiting—Nausea and vomit- 
ing did not occur. 

Effect on pain—While the effect on pain 
was more difficult to evaluate, it was felt that 
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TABLE 1 


Errect oF LiprtuM As PREANESTHETIC MEDICATION 
iN 400 ELective SurcicaL ProcepurEs* 








| 25 me. 50 Mc. 

-k of apprehension | 100 per cent | 100 per cent 
Presence of somnolence 70 per cent | 100 per cent 
Respiratory depression None None 
Change in blood pressure | None None 

or pulse rate 
Nausea and vomiting None None 





Effect on pain Little or none| Little or none 


Potentiation of None | None 


anesthetic agents 


| 








*\ dose of 25 mg. of Librium was given orally to 200 
patients, and a dose of 50 mg. was given to 200, in com- 
bination with a sympathomimetic drying agent adminis- 
tered intramuscularly one and one-half hours prior to 
anesthesia. 


the patients exhibiting pain prior to anes- 
thesia and operation obtained little or no re- 
lief of pain. 

Effect on subsequent use of anesthetics— 
The requirements for anesthetic drugs did not 
appear to be decreased appreciably. In ad- 
dition, there did not appear to be a potentia- 
tion of the muscle relaxants used (curarelike 
drugs and succinylcholine). 


Summary 


Our initial investigation indicates that in 
the preanesthetic patient Librium produces a 
very desirable state of acceptance of the anes- 
thetic and operative intervention. The ability 
of Librium to alleviate apprehension seems 
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to be its outstanding characteristic. While 
either 25 mg. or 50 mg. administered. in com- 
bination with a sympathomimetic drying 
agent one and a half hours prior to anesthesia 
was effective in this respect, optimal results 
can be achieved with 50 mg. At this dosage 
level all patients were somewhat somnolent 
yet there was no lack of response to environ- 
mental stimuli. Since one of the cardinal con- 
siderations in preanesthetic medication is the 
creation of a nonapprehensive state without 
over-all depression, it would appear that 
Librium is notable in satisfying this particular 
requirement. 


Al 
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Hines, Illinois 





Case Report 


@w April 3, 1959, a 33 year old truck driver 
was transferred from another hospital to Hines 
Veterans Administration Hospital for ortho- 
pedic, plastic and neurosurgical treatment of 
conditions resulting from chronic paraplegia. 
He had severe contractures of the lower ex- 
tremities, large decubitus ulcers of the sacrum 
and trochanters, and pronounced spasm of the 
adductors of the lower extremities. 

As a result of a fall in August 1954, the 
patient had sustained compression fractures 
of T10 and T1l and a physiologically com- 
plete transverse myelopathy. He was admitted 
to Hines in that month with an infection of 
the urinary tract and a calculous formation in 
the bladder. The same symptoms were present 
in January 1957, when he was again admitted 
to Hines. In addition, he had increasing 
spasms of the adductors of the lower extrem- 
ities and spastic dislocation of the left hip. 
A bilateral obturator neurectomy was _ per- 
formed. In August of that year, the patient 
was hospitalized a third time at Hines with 
spasms of the adductors and flexors of the 
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lower extremities. Infection of the urinary 
tract and a calculous formation in the bladder 
also were present. In February 1959, the pa- 
tient was admitted to another Veterans Ad- 
ministration hospital with a large decubitus 
ulcer formation and an acute infection of the 
urinary tract. Calculi were removed from the 
bladder and blood transfusions were adminis- 
tered to the patient. 

The patient’s history before 1954 included 
no clinically significant illnesses, injuries, ex- 
posures or habits, except for vague abdominal 
pains diagnosed and treated as peptic ulcer 
by a private physician. 

At the time of his last admission to Hines. 
the patient was pale and thin and appeared 
chronically ill. He had severe heel-to-buttock 
contractures of the lower extremities and large 
trochanteric and sacral decubitus ulcers. 
Otherwise, general physical examination gave 
negative results. 

Laboratory data—Blood chemistry studies 
performed on May 18 showed that nonprotein 
nitrogen was 29.7 mg.; total protein was 8.6 
gm., with 5.1 gm. albumin and 3.5 gm. glob- 
ulin. On June 30, further studies showed the 
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TABLE 1 


LaBorATORY DATA 





TESTS i ~ 
4/27 5/18 


6/8 


ut 
1) 
vi 


Urinalysis 
Color | Straw Straw Straw 
Specific gravity | 1.002 | 1.003 
Protein | Oo 0 0 


Sugar 0 0 


White blood 0 Occa- 0 
cells per high- sional 
power field 


Red blood cells 0 0 0 
per high-power | 


field 
sile 
Urobilinogen 


Hematology 


Hemoglobin b Rey 
(gm.) 


Hematocrit 41 
(per cent) 


White blood 8.0 
cells (x 10*) 


Neutrophils 


Lymphocytes 


DATES 
6/15 6/20 6/22 6/30 7/1 | 7/2 
Amber | Yellow | Straw 
1.010 

1+ 0 2+ 2+ | 2+ 

0 0 0 0 | 0 
Many 0 Many Many | Many 
Occa- 0 Many Many Many 

sional 

0 0 0 

Trace 0 0 

12.0 11.3 11.3 11.3 11.0 

39 39 A] 4] : 3 
7.1 7.9 11.0 14.8 

84 84 

4 16 





total protein to be 6.1 gm., with 2.7 gm. 
albumin and 3.4 gm. globulin. On that same 
day, direct bilirubin was 3.5 mg. and indirect 
bilirubin was 2.9 mg. Alkaline phosphatase 
was 11.4 Bodansky units; the thymol turbid- 
ity was 13; amylase was 39 units. Sodium 
was 128 mEq., and potassium was 3.9 mEq. 
On July 1, the nonprotein nitrogen was 29; 
the cephalin-cholesterol flocculation in 48 
hours was 4 plus, and carbon dioxide was 12.6 
mEq. Other laboratory data are summarized 
in table 1. 

Posteroanterior x-rays of the chest made 
on April 6 and June 23 showed no abnor- 
malities. On June 30, a posteroanterior view 
revealed patchy densities throughout most of 
the left lung field; these had resolved by the 
time follow-up x-rays were made on July 1 
and 3. X-rays of the knees and pelvis showed 
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diffuse osteoporosis. On June 24, an x-ray 
of the upper gastrointestinal tract revealed 
hypertrophic antral folds. 

Hospital course—In addition to receiving 
vigorous general medical and nursing treat- 
ment for the urinary tract infection and the 
decubitus ulcers, the patient initially was 
given tetracycline, chloramphenicol, FURADAN- 
TIN®, ferrous sulfate and 1500 cc. of blood. 

During April, the patient had a fever rang- 
ing from 100 to 101.5° F., and nausea and 
emesis occurred. These symptoms abated for 
three weeks in May. During June, he was 
again febrile (100 to 103° F.) and had asso- 
ciated but intermittent nausea and emesis. 
Hiccups, restlessness, emotional lability and 
involuntary contractions of the upper extrem- 
ities appeared during the last several days in 
June. From June 25 to 29, he was given 400 
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mg..meprobamate four times daily. In addi- 
tion, 50 mg. chlorpromazine was given every 
six hours on June 27 and 28. The patient 
became jaundiced on June 29. Examination 
on the next day disclosed that blood pressure 
was 90/60 and the pulse was 122. A profuse 
diaphoresis was noted. The heart and lungs 
were normal. A questionable mass was felt 
in the periumbilical area; the liver, spleen, 
kidneys and gallbladder could not be palpated. 
The patient was dehydrated and delirious. Al- 
though the sensorium cleared completely on 
the afternoon of June 30, by the next morning 
the patient was quite somnolent again. On the 
following day, he was deeply jaundiced and 
comatose, and he had a convulsion. On July 
5, the blood pressure could not be obtained 
and convulsions occurred frequently. The pa- 
tient died following a brief period of Cheyne- 
Stokes respiration. 


Discussion 


DR. MITCHELL A. SPELLBERG (associate pro- 
fessor of medicine, University of Illinois Col- 
lege of Medicine): This young man had been 
a paraplegic for many years, and he had the 
degenerative processes, multiple infections, 
urinary calculi and osteoporosis associated 
with this type of grave disability. 

In considering this case, let us first discuss 
the problem of nausea and emesis, which oc- 
curred frequently in April. Why did he have 
nausea and emesis? Was this condition due 
to reactivation of an ulcer, to pyloric obstruc- 
tion, or to infection and toxemia? In my ex- 
perience, I have not observed nausea and 
emesis as a result of a duodenal ulcer unless 
it is complicated. Of course, if it is compli- 
cated by pyloric obstruction, emesis ensues, 
and the patient usually vomits voluminous 
amounts of gastric contents. The vomiting is 
very typical; it occurs many hours after meals 
or in the middle of the night. Since this pa- 
tient’s emesis is not described in detail, I 
assume that he did not vomit large amounts 
and that he vomited shortly after meals. Some- 
times, the patient with a gastric ulcer may 
vomit shortly after eating, especially after 
ingesting irritating food. The patient with a 
duodenal ulcer almost invariably feels better 
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immediately after eating; the vomiting occurs 
much later. If the vomiting is due to a toxic 
factor, the patient is very sick. 

Now, this man was febrile, and he was 
receiving antibiotics, which may cause nausea 
and emesis. I assume that the emesis was not 
due to the gastrointestinal disease per se, but 
to the infection plus the antibiotics. Any of 
the antibiotics, particularly Furadantin, may 
cause nausea and vomiting. 

There was no bloody or coffee-ground 
vomit. Why then was this patient given 1500 
cc. of blood? His hemoglobin level was fairly 
good, but he also had been given transfusions 
at another hospital. Why? Did he have a grave 
anemia? Did he have a severe blood loss? Was 
the blood given just as a tonic, so to speak, 
because the man was debilitated? There are 
many less expensive, more innocuous tonics. 

The emotional lability in this patient during 
the last several days of June can be readily 
explained by his profound and prolonged ill- 
ness. Who would not be emotionally unstable 
with such a prolonged, debilitating condition? 

On June 29, the patient became jaundiced. 
This condition should be carefully considered. 
Why did he become jaundiced? Damage to 
the liver may occur from the administration 
of antibiotics, but chlorpromazine is a more 
important hepatotoxic agent. He received only 
400 mg. of chlorpromazine; however, this is 
a sufficient amount to produce jaundice, a 
chlorpromazine hepatitis or a chlorpromazine 
intrahepatic cholangitis or cholestasis. As a 
matter of fact, 50 mg. of this drug is sufficient 
to produce these conditions. The duration of 
jaundice does not depend on the amount of 
chlorpromazine given; I saw one patient who 
received only 75 mg. and had a very profound 
and prolonged jaundice for which an explora- 
tory laparotomy was seriously considered. 
The period between the administration of the 
drug and the onset of jaundice varies tre- 
mendously. Jaundice may occur within a few 
days or it may occur several weeks later. It 
is possible that chlorpromazine caused the 
jaundice in this patient. I am more concerned 
with the fact that blood transfusions were 
given within the incubation period of a ho- 
mologous serum hepatitis. 
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Examination on June 30 disclosed a ques- 
tionable mass in the periumbilical area, which 
is another problem to consider. We do not 
know whether the mass was hard, whether it 
was felt by several examiners, whether it 
noved with respiration, or whether it was 
tender. Was the jaundice in this patient caused 
by a neoplasm or was it due to an obstruction 
of the common duct? The spleen could not 
be palpated. 

We have speculated that this patient may 
have had an intrahepatic cholestasis, a ho- 
mologous serum hepatitis or a carcinoma; of 
these three, homologous serum hepatitis is 
most likely to produce splenomegaly. In chlor- 
promazine cholestasis, splenomegaly is un- 
common, and it should not occur in obstruc- 
tion of the common duct by a neoplasm unless 
the neoplasm also involves the splenic vein. 
However, this patient had no enlargement of 
the spleen. Of course, the spleen is palpable 
in only 10 to 25 per cent of patients with 
homologous serum hepatitis. 

This patient was dehydrated and delirious. 
Was the delirium due to infection, which he 
had had for a long time, or was it due to a 
grave liver disease with a severe hepatocel- 
lular necrosis? A description of the delirium 
probably would have been helpful. A patient 
with liver disease does not go into delirium 
very abruptly. Somnolence and lethargy usual- 
ly occur first, followed by disorientation and, 
finally, coma. Initially, this is a responsive 
coma from which the patient can be aroused 
by painful stimuli. Later, it becomes a deep 
coma from which the patient cannot be 
aroused. It also would have been helpful to 
know whether this man had either a flapping 
tremor or fetor hepaticus. 

Convulsions are not commonly associated 
with liver failure. We must think of other 
possibilities to explain the convulsions in this 
patient. Did brain abscesses due to sepsis de- 
velop and cause the convulsions? If he had a 
tumor, did he have metastasis to the brain, 
which could have caused the convulsions? 

DR. ISRAEL E. KIRSH (staff physician, radi- 
ology service): An x-ray of the pelvis showed 
changes usually seen with paraplegia, includ- 
ing the loss of bone substance, ossifications in 
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the soft tissues adjacent to the hips, and den- 
sities in the bladder region, which were due 
to calculi. The chest films showed no abnor- 
malities. It was reported that on one film some 
pneumonia was seen, but there was relatively 
little of a pathologic nature in that x-ray, and 
I probably would have said the findings were 
negative. Films of the gastrointestinal tract 
showed no evidence of ulcer and certainly no 
pyloric obstruction. There was thickening of 
the folds in the antrum, which was suggestive 
of antral gastritis rather than of a neoplasm. 

DR. SPELLBERG: I agree with Dr. Kirsh that 
the x-rays did not demonstrate the presence 
of a gastric neoplasm. I do not think that the 
questionable mass was a gastric neoplasm or 
that there was any evidence of this condition. 

I certainly would have liked to have had 
an electroencephalogram included in the lab- 
oratory studies. In the absence of other clinical 
evidence of hepatic failure, an electroencepha- 
logram may show findings typical of hepatic 
coma and also serve to localize any other 
lesions in the brain. 

There are some unusual findings in the 
laboratory reports. For example, a progressive 
jaundice developed in the patient on June 29. 
It is impossible to explain the absence of bile 
in the urine unless there was severe renal fail- 
ure and the bile was not excreted. However, 
nonprotein nitrogen on July 1 was only 29, 
indicating that the excretory capacity of the 
kidneys was good. A faint trace of urinary 
urobilinogen was reported on June 30. The 
urobilinogen might have been absent if there 
had been a complete obstruction, either intra- 
hepatic or extrahepatic. Now, the direct bili- 
rubin was 3.5 mg. and the indirect bilirubin 
was 2.9 mg., giving a total of 6.4 mg., which 
is enough to give a lot of bile in the urine. The 
report of the absence of bile in the urine must 
have been a laboratory error. 

Results of the other liver function tests are 
important. The precipitous drop in the serum 
albumin within a period of about six weeks 
indicated severe hepatocellular damage. The 
amylase was normal, and alkaline phosphatase 
was 11.4 Bodansky units. The latter is of some 
importance, because I would expect a patient 
dying from severe hepatocellular necrosis to 
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have a lower alkaline phosphatase. Perhaps 
he died so quickly that there was still eleva- 
tion of the alkaline phosphatase. The thymol 
turbidity of 13 and the cephalin-cholesterol 
flocculation of 4 plus at 48 hours indicate 
hepatocellular damage. I do not believe that 
this patient had a carcinoma obstructing the 
common bile duct, because this would not 
produce the abnormal flocculation test results 
or the rapid fall of the serum albumin. For 
these same reasons, I do not believe he had 
a chlorpromazine cholestasis. 

The most likely possibility is that this pa- 
tient had a homologous serum hepatitis, al- 
though we also must consider the possibility 
of pylephlebitic abscesses of the liver. Pyo- 
genic liver abscesses usually will produce a 
severe leukocytosis. This patient had a white 
blood cell count of only 14,800 on July 2. 
From the data given, I would conclude that 
he had a homologous serum hepatitis with 
severe liver necrosis, an infection of the uri- 
nary tract, probably with bilateral pyelonephri- 
tis, and possibly a hematogenic spread of the 
infectious process. 

DR. ARMAND LITTMAN (chief, medical serv- 
ice): I would like to comment on two of the 
conditions found in this patient, Dr. Spellberg. 
There certainly is no question that patients 
with urosepsis may have tremendous trans- 
fusion requirements. In addition to urosepsis, 
this patient had chronically infected decubitus 
ulcers. Surgeons regard blood as something 
more than a tonic. I think they consider that 
a normal hemoglobin level is essential to the 
healing of decubitus ulcers. 

DR. SPELLBERG: I did not mean to be overly 
critical in regard to the blood transfusions. 
I similarly transfuse patients with chronic 
ulcerative colitis. However, this patient had 
hemoglobin levels which were persistently 
near normal, 

DR. RALPH PACINI (assistant chief, gastro- 
enterology section): Dr. Spellberg, would you 
consider pancreatitis in view of the abdominal 
mass, the pneumonitis on the left side, and 
the general course? 

DR. SPELLBERG: There were no symptoms 
of pancreatitis. The patient had an amylase 
of only 39 units and no abdominal rigidity, 
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FIGURE 1. Photomicrograph of the liver, showing com- 
plete necrosis of liver cord cells with remaining bile 
ducts enmeshed in a fine reticulin network. 


tenderness or pain. The rapidly progressive 
jaundice and the rapid deterioration evidenced 
by the results of the liver function tests make 
me believe that this was hepatocellular disease. 

DR. MYRON E. RUBNITZ (chief, laboratory 
service): As indicated by Dr. Spellberg, this 
patient had a severe acute necrosis of the 
liver due to serum hepatitis. The liver was 
approximately one-half the normal size and 
weighed about 800 gm. In some areas the 
liver was a yellowish color, but it showed the 
reddish and gray areas more typically seen 
in acute necrosis of the liver. 

Microsections of the liver showed many 
areas in which there were only a few isolated 
bile duct structures surrounded by a network 
of reticulin fibers, macrophages and inflam- 
matory cells (figure 1). Persistence of the 
reticulin is characteristic of viral hepatitis and 
permits regeneration in less severe cases. Only 
a few regenerating areas were present in this 
case. Some of the liver cord cells showed fat 
vacuoles, although these are not usually found 
in serum hepatitis. 

Of course, this patient showed the results 
of the long-standing paraplegia, with the 
muscle atrophy and the decubitus ulcers de- 
scribed in the protocol. In the peritoneal cav- 
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i, there was 500 cc. of yellow ascitic fluid. 
‘ie lungs showed a bilateral bronchopneu- 
ronia of the lower lobes. The spleen weighed 
350 gm., which is about two and a half to three 
times the normal size. Esophageal varices were 
ossly visible, an unusual finding in acute 
r subacute liver disease without cirrhosis. 

DR. SPELLBERG: I would like to make one 
more point. In any chronic illness, especially 
of the type that this man had, there may be 
some evidence of liver disease. This patient 
showed fatty metamorphosis of some of the 
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liver cells, probably antedating the serum 
hepatitis. This may have been one -of the 
reasons why he had such a rapid downhill 
course, with a fulminant hepatitis terminating 
in death within four days. The fact that the 
liver could not be palpated was indicative 
of its rapid decrease in size. 

Dr. Rubnitz told us that the spleen actually 
was enlarged. If you cannot feel the spleen, 
you must try to percuss it. A definite increase 
in splenic dullness is a valuable finding when 
the spleen cannot be felt. 
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Self-help Devices: 


Homemaking: Kitchen Area 
Safety Measures 





EDWARD W. LOWMAN AND HOWARD A. RUSK 


Institute of Physical Medicine and Rehabilitation 
and the Arthritis Self-help Device Office* 


Vew York University Medical Center, New York 


FIGURE 1. Lighting a gas stove not 
equipped with an automatic pilot is 
a source of danger to the disabled 
homemaker, particularly if she is 
confined to a wheel chair. Long 
wooden matches of fireside or bar- 
becue length or a taper will com- 
pensate for her limited reach and 
will keep her hand from the im- 
mediate proximity of the flame. 
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FIGURE 2. The patient who is unable to bend can manage a low oven by 
holding the long match with a pair of wooden scissor tongs. A hand 
mirror with a long handle can be used as a reflector in checking the jets 
during lighting and foods while cooking. A mirror placed over the stove 
will aid the wheel-chair patient in checking the progress of foods cook- 
ing on top of the stove. 





FIGURE 3. Spattering grease or 
steam can cause severe burns, par- 
ticularly to the homemaker sitting 
at a height that is level with the 
stove. Spatter lids (a) and over- 
sized utensils of barbecue length 
(b) prevent this danger. 

A whistling teakettle with its 
permanent cover and easily trig- 
gered spout opening is safer to use 
than one with a removable lid. 
The spout of any teakettle should 
always face the rear of the stove. 











*Supported at the Institute by the Arthritis and Rheumatism Foundation. ' 
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FIGURE 4. Strainer lids, which are put on the pan before it is placed 
on the stove, make possible the safe drainage of hot liquid. These 
lids are especially useful to persons who must work with one hand. 


FIGURE 5. Persons confined to a wheel 
chair will find a lapboard (a) or tray 
convenient for transporting hot con- 
tainers from the stove to other areas. 
The ambulatory patient will manage 
well with either a wheeled table (b) 
or a cart. 


FIGURE 6. The Oven Shovel (a) and grippers (b) increase 
reach and eliminate the need for direct handling of hot con- 
tainers. Fitted glovelike pot holders (c) are perhaps safer 
than other types of holders. 





FIGURE 7. If a container is too heavy to lift safely, it is 
often wise to ladle off some of the contents before at- 
tempting to move it. 
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PROPRIETARY NURSING HOMES 


As a part of the Health Information Founda- 
tion research series, a report has just appeared 
based on interviews with the operators of 35 
nursing homes in Detroit. Most of these are 
housed in old buildings not originally designed 
to be nursing homes. The situation in Detroit 
is undoubtedly duplicated in other large cities 
in the United States. Briefly, the beds are need- 
ed; time has not permitted the necessary con- 
struction of many buildings designed specifi- 
cally as nursing homes. Hence, old houses are 
used, since these may be had at reasonable 
cost, having been sold by owners who were 
unable to secure adequate domestic help. 
These proprietary nursing homes do not 
have an adequate number of nurses and other 
nursing personnel, and they certainly lack spe- 
cially trained geriatric nurses. Indeed, most 
nurses find the care of the aged unpleasant 
and without the emotional reward of cures. 
Specifically lacking are persons capable of aid- 
ing in rehabilitation of the aged; most homes 
cannot afford such personnel. The report 
showed that three homes had cooperated in 
employing an occupational therapist; however, 
at the end of one year, the results were charac- 
terized as “very poor.” Seldom is a physician 
employed on a full-time basis, but, in most in- 
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stances, one or two physicians are available 
on call. Some families retain their family 
physician, who makes periodic visits to the 
nursing home. 

The whole picture seems to reflect the fact 
that governmental institutions are large and 
imposing but not particularly attractive to the 
aged. The homes conducted by nonprofit 
churches and fraternal groups vary in size, 
but the tendency is toward a large number of 
beds. Most proprietary nursing homes are 
small (25 or 30 beds) and limited by the 
capital investment available. However, these 
smaller proprietary nursing homes do not 
qualify as having “homelike” qualities. 

In Michigan, the State Department of Health 
licenses and regulates proprietary nursing 
homes. Faced with the difficulty of the cur- 
rent situation, this department has recognized 
the necessity for gradual adjustment in stand- 
ards. The difficulties of inspection are tremen- 
dous because the status of proprietary nursing 
homes is low in the health community. Those 
who conduct them have avoided any active 
role in community health planning. 

The study by the Health Information Foun- 
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ion was aroused by strong hints that some- 
t. ng sinister would be found in private nurs- 
i: s homes. They are frequently called “ter- 
r ole” or “miserable.” The investigators in 
I; troit do not believe that conditions are bad 
e ough to warrant the unfair opinions that 
ave held, but they recognize the great neces- 
s'iy for improvement. Many nursing homes 
are conducted as businesses, with the hope 
o! large profits, and the prospect that specula- 
tors will increasingly enter the field is likely. 
The profits seemed, however, much smaller 
than many believe. Actually, those who con- 
duct the homes are seldom qualified in regard 
to knowledge of what constitutes good medical 
and personal care. The nurses believe that the 
ignorance shown by administrators is actually 
depriving patients of the benefits of new drugs 
and new methods of treatment. They feel that 
minimal care is usually given. Apparently, the 
quality of the care is determined by its cost. 
It is likely that rehabilitation will not be at- 
tempted on any large scale and that such ef- 
forts are beyond the capacity of those caring 
for the patients. 

Seventy-one per cent of the operators inter- 
viewed believe that the number of proprietary 
nursing homes will increase and that they will 
become capable of meeting increased needs. 
Nevertheless, anticipation is high that both 
local and federal governments will take an in- 
creasing part in housing and in caring for 
aged persons. The anticipation of govern- 
mental entrance into the field lessens the like- 
lihood of increased investment by owners of 


proprietary nursing homes. 
MORRIS FISHBEIN 


EASY MONEY 


Accorpinc to The Foundation Directory,’ 
the people of the United States now have 
12,202 foundations with assets approximating 
$11,613,000,000. The vast funds available 
from the Ford, Rockefeller and Carnegie 
Foundations are now supplemented not only 
by many smaller agencies but also by the 
giant of them all, the government of the 
United States. 
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Mr. John M. Russell, president of the John 
and Mary R. Markle Foundation, in his an- 
nual report expresses alarm at the rapidity 
with which thoughtful people who feared fed- 
eral aid to medicine in the past have shifted 
position and now lend their names in support 
of Congressional action leading to well-nigh 
unlimited money for medical research. “The 
reason is,” he says, “that the medical schools 
for the first time have had a taste of easy 
money.” Now they are actually being asked 
to apply for grants. “At long last, money— 
big money— is available, or soon will be, to 
pay for top research workers and faculty mem- 
bers, and for buildings, equipment and all 
sorts of delectable things their mouths have 
watered for these many years.” 

The tremendous response of the Congress 
in voting funds is, Mr. Russell believes, the 
result of emotional interest in health matters. 
The private foundations support ideas and 
projects of great value without emotional ap- 
peal. While government can support the un- 
emotional, the representatives of a people can- 
not ignore their interests and their demands. 
Mr. Russell notes that the Congress regularly 
cuts the requested budget for the National 
Science Foundation, which acts like a private 
foundation, and vastly increases the budget of 
the National Institutes of Health, which, he 
says, “is bursting with emotions.” He sees a 
great hazard in the realization by great num- 
bers of exploiters that the Congress can be 
reached through such emotional demands. 

The big danger in federal aid to medical 
education is this possibility of an emotional 
rather than a scientifically justified appeal. 
Easy money makes for careless spending. 


MORRIS FISHBEIN 
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PROBLEMS OF MATERNITY 
Mfarernat mortality usually is given as the 
number of maternal deaths per 10,000 live 


births. Different areas of the United States 
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have for many years recorded widely different 
maternal mortality, varying from as high as 
31.4 in Mississippi in 1946 to 9.2 in Connecti- 
cut. The rates obviously are related to the 
status of maternal care in childbirth, the na- 
ture of the population, and many other factors. 

During the years from 1933 to 1948, ma- 
ternal mortality in the United States was re- 
duced approximately 80 per cent. Rates have 
continued to fall. In the past, the major ter- 
minal causes of maternal deaths have been 
hemorrhage, infection and the toxemias of 
pregnancy, which accounted for approximate- 
ly 90 per cent of the total. Other causes are 
such conditions as heart disease, accidents 
under anesthesia, and similar problems. 

In the enlightening publication Patterns of 
Disease, published and circulated to the medi- 
cal profession by Parke, Davis & Company, 
attention is called to the possibility that the 
woman’s attitude toward her pregnancy may 
influence her physical condition. A survey 
showed that emotions may play some part in 
the development of toxemia, although this is 
not fully established scientifically. This study 
showed that 57 per cent of those in whom 
toxemia developed pitied themselves and 
women in general, while this feeling did not 
prevail among patients in whom this complica- 
tion did not develop. Also, according to the 
same survey, 77 per cent of patients with 
toxemia felt guilt toward their unborn babies, 
and 70 per cent associated pregnancy with 
deceit, shame or sin; these attitudes were pres- 
ent in only about 7 per cent of healthy women. 

The lowest mortality from complications of 
pregnancy is among women between ages 20 
and 24; highest is among those over 45. The 
mortality of pregnant teen-agers is 2.5 for 
every 10,000 live births. The rate falls to 1.9 
among those in the early 20s and then rises 
from three in the late 20s to 5.4 in the early 
30s, 9.1 in the late 30s, 13.3 in the early 40s, 
and 23.5 in the group over 45. Of maternal 
deaths, 24 per cent are caused by toxemia, 17 
per cent by hemorrhage, and approximately 
10 per cent by abortion with sepsis. In a study 
of births among 1500 teen-age mothers, a cor- 
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relation was found between weight gains of 
40 lb. or more and the incidence of eclampsia. 

A survey just made available by the Health 
Information Foundation reveals that women 
who were delivered of a viable infant during 
1957 and 1958 sought medical care earlier in 
pregnancy and used more physician’s services 
than did expectant mothers five years pre- 
viously. Expenditures on maternity care dur- 
ing 1957 and 1958 constituted about 6 to 7 
per cent of the gross total private expenditure 
for health, with an average expenditure for a 
confinement of about $272. The survey showed 
that there has been a continuous increase in 
expenditures involving health services for ma- 
ternity care, in the amount of private expendi- 
ture for these services, and in the insurance 
benefits to cover the expenditure. A significant 
increase has occurred in the frequency of early 
consultation with a physician, the average 
number of prenatal visits, and the use of hos- 
pitals at delivery. 

The increase in expenditure for confinement 
from $193 in 1952 to $272 in 1957 is asso- 
ciated with the great increase in the propor- 
tion of births that occur in the hospital. If 
hospital births only are considered, the in- 
crease has been only from $213 to $274. In- 
cidentally, the average stay in the hospital for 
delivery actually decreased between 1952 and 
1958. The proportion of women who stayed 
seven or more days dropped from 17 to 10 
per cent, and the proportion who stayed eight 
or more days dropped from 7 to 5 per cent. 
The average time in the hospital after delivery 
is now from 4.5 to 4.7 days. 

The information derived from these studies 
is proof-positive that the great advances which 
have been made in medical science, such as 
the use of blood transfusions in hemorrhage, 
the use of antibiotics to control infection, the 
practice of asepsis in obstetric care with de- 
liveries in hospitals, and the improvement in 
nutrition and medical care generally, are defi- 
nitely reflected in decreased morbidity, short- 
ening of hospital stay, and lower maternal 
mortality. 
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cology (Howkins), A-140 (Feb.); Surgical diseases 
of the pancreas (Howard; Jordan), A-151 (Apr.); 
Synopsis of pathology (Anderson), A-140 (Feb.) ; 
The year book of drug therapy (1960-1961) (Beck- 
man), A-144 (June); The year book of general sur- 
gery (1960-1961) (DeBakey), A-138 (Feb.); The 
year book of obstetrics and gynecology (1960-1961) 
(Greenhill), A-143 (Feb.); The year book of pedi- 
atrics (1960-1961) (Gellis), A-146 (Mar.) 

Brain, changes in children with infantile spasms and 
hypsarrhythmia, A-80 (Feb.); complexity (note), 
181; disease as cause of head enlargement in infancy, 
293; examination, myelography, headache following, 
A-20 (Apr.); hydrolysates, in treatment of mental 
deficiency, A-98 (Apr.) ; inflammation, encephalitis as 
cause of aphasia and apraxia, A-18 (June); tumor, 
meningioma, 209 

Bronchitis, see Lung 

Burns, treatment, problems in, 592 


CANCER, see also Hodgkin’s disease; Leukemia: chorio- 
carcinoma, 149; diagnosis, importance of cytology, 
A-24 (Jan.) ; diagnosis, needle biopsy, 138; Hodgkin’s 
disease, case report, 423; of esophagus, survival rates. 
A-84 (Mar.); of female genitalia (note), 340; of 
neck, A-22 (Apr.); of stomach, diagnosis, radioautog- 
raphy, 393; of tongue and floor of mouth, A-78 
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(Feb.); of uterine cervix, carcinoma in situ, 458: 
research in 1960, 130; research, medical oncology. 
522; surgery, palliative (editorial), 224; terminal. 
management (editorial), 554; treatment with thio 
TEPA, A-16 (June) 

Canker sores, A-18 ( Mar.) 

Cardiovascular disease, see also Arteries; Heart; treat 
ment with anticoagulants, A-92 ( Mar.) 

Caricature, physician in, 214 

Cataract, extraction, a-chymotrypsin for (editorial), 225 

Central nervous system, disease, amyotrophic lateral 
sclerosis, 117 

China, radiology in Free China (Taiwan), A-51 (June) 

Cholangiography, see Bile ducts 

Cholesterol, see also Nutrition; metabolism, thyroxin 
analogs and, 54 

Choriocarcinoma, 149 

Chromosomes, see Genetics 

Cleft palate, see Face 

Clinicopathologic conferences, Hines Veterans Adminis 
tration Hospital, 117, 209, 322, 423, 622 

Coffee break (editorial), 332 

Coit, Henry Leber (biography), 556 

Cytology, cell as balanced system or transducer, 542: 
importance in cancer diagnosis, A-24 ( Jan.) 


DEATH, identification after, A-58 (June): management 
of dying patient (editorial), 554; perinatal, 333; time 
of, estimation, A-60 ( Mar.) 

Depression, see Mental disorders 

Diabetes, insipidus, chronic, treatment, 94; insipidus. 
production of antidiuretic hormone, 97; mellitus, com- 
plications, infection, general, 322; mellitus, genetics 
in (note), 23; mellitus, treatment, oral, 42; mellitus, 
treatment, oral, with 1-phenethylbiguanide, 194 

Diaphragm, rupture, traumatic, 383 

Diarrhea, chronic, A-14 (Jan.) 

Diet, see Nutrition 

Drugs, see also Pharmacology; new, 131 

Duodenum, fluid in cystic fibrosis, 469: perforation. 
acute, 263 


EAR, atresia, anatomy and surgery, 529 

Electrocardiography, see Heart 

Electron, proton and, biologic significance, 542 

Electroshock therapy, A-80 (June) 

Emphysema, see Lung 

Encopresis, see Feces 

Endocrinology, gland disturbance as cause of perinatal 
casualties, 334; metabolism and, in university teach 
ing, 415 

Enzyme deficiencies (note), 163 

Erythema nodosum, A-82 (June) 

Erythropoiesis, see Blood, cells 

Esophagus, cancer, survival rates, A-84 (Mar.):; exami 
nation, motor studies, 505; perforation, acute, 262 

Exocrine glands, secretion in cystic fibrosis, 469 

Eye, amaurosis, due to gastric hemorrhage, A-94 ( Mar.) : 


disease, cataract extraction (editorial), 225; disease. 


glaucoma, survey, 465; disease, glaucoma, treatment 
with anticholinesterases, 560; disease, hepatolenticular 
degeneration, 558; disease in Spain, A-10]1 (Apr.); 
disease, keratoconjunctivitis, epidemic, A-78 (Jan.) ; 
disease, newer drugs in relation to, 557; disease, toxo- 
plasmosis, 557; emergency care, 199; infection in 
newborn, prophylaxis with silver nitrate, A-80 (Feb.) 
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E, deformities, harelip and cleft palate, A-90 (Apr.) ; 
juries, fracture of malar bone, A-94 (Apr.) ; wounds, 
beuticular sutures, 164 

Fecos, incontinence, encopresis, A-20 (Feb.) 

Fetus, death, A-86 (Mar.) 

Flint, Austin, Sr. (biography), A-114 (Apr.) 

Fluphenazine, treatment of anxiety and other psycho- 

neuroses, 408 

Forensic medicine, death, time of, estimation, A-60 
\lar.); heart disease, medicolegal aspects, A-40 
Feb.) ; identification of persons, A-56 (June); neu- 

osis, traumatic, A-48 (May); paternity, determina- 
tion, A-44 (Jan.) ; personality disorders, A-60 (Apr.) ; 
witnesses, expert (editorial), 225 

Fractures, healing, delayed, A-96 (Apr.) ; of malar bone, 
\-94 (Apr.) 

Fungous infection, of skin, A-76 (Jan.) 


GALLBLADDER, absence of, A-90 (Mar.); calculi, A- 
92 (Apr.) 

Gastrointestinal tract, disease, research in 1960, 131; 
examination, for executives, A-16 (June) ; perforation, 
acute, 262 

Genetics, diabetes and (note), 23; effects of irradiation 
(editorial), 551; harelip and cleft palate, prevalence 
in Tasmania, A-90 (Apr.); research in 1960, 128: 
sex chromatin and chromosomes, 3 

Genitalia, see also Penis; Testes; Uterus; abnormalities, 
pseudohermaphroditism, diagnosis and treatment, 481; 
female, cancer (note), 340 

Geriatrics, living arrangements of aged (editorial), 436; 
mental changes in aging (editorial), 329; proprietary 
nursing homes (editorial), 630; surgery, new develop- 
ments (editorial), 548 

Gestation, see Pregnancy 

Glaucoma, see Eye, disease 

Goiter, see Thyroid 

Gonads, atrophy due to anterior pituitary failure, 24 

Gorgas, William Crawford (biography), A-160 (Feb.) 

Gout, treatment, A-82 (Feb.) 

Grafts, see Abdomen, surgery, experimental 

Growth, effect of anterior pituitary hormones, 16; effect 
of congenital adrenal hyperplasia, 31 

Gynecologic Society of Spain, report of meeting, A-83 
(Jan.) 


HANDICAPPED, institutions for, population in Minne- 
sota (editorial), 436 

Hansen’s disease, treatment, A-20 ( Mar.) 

Harelip, see Face 

Head, enlargement, in infancy, diagnosis, 293 

Headache, following myelography, A-20 (Apr.) 

Heart, aneurysm, ventricular, tuberculosis and, A-78 
(June); disease, coronary, diagnosis, angiography, 
\-84 (Mar.); disease, coronary, dietary control of 
serum cholesterol, 569; disease, coronary, nutrition 
and, 133; disease, coronary, radioiodine diagnosis of 
myocardial infarction, A-96 (Apr.) ; disease, coronary, 
research in 1960, 129; disease, coronary, surgery, 
thromboendarterectomy, 439; disease, coronary, treat- 
ment with Dicumarol, A-22 (Apr.); disease, medico- 
legal aspects, A-40 (Feb.); electrocardiography, ad- 
vances in, 352; surgery, cardiopulmonary bypass, 474; 
surgery, research in 1960, 129 

Hemopneumothorax, see Thorax 

Herpes, simplex, recurrent canker sores, A-18 (Mar.) 
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Hines Veterans Administration Hospital, see Clinico- 
pathologic conferences 

Hodgkin’s disease, case report, 423; palliation, A-20 
(Feb.) 

HOPE (Health Opportunities for People Everywhere), 
in Indonesia, A-72 (June) 

Hydatid disease, of lung, A-77 (June) 

Hydatidiform mole, 148 

Hyperinsulinism, see Pancreas 

Hypertension, see Blood pressure, high 


IDENTIFICATION, of deceased persons, A-58 (June) 

Immunity, deficiencies, qualitative, A-96 (Apr.) 

Indonesia, Project HOPE in, A-72 (June) 

Industrial medicine, executive examination, A-16 (June) ; 
heart disease, employability and, A-40 (Feb.) 

Infection, nutrition and, clinical aspects, 309; recurrent, 
qualitative deficiencies in immunity, A-96 ( Apr.) 

Injuries, accidental, personality disorders following, A- 
60 (Apr.) 

Institutions, population in Minnesota (editorial), 436 

Intestines, amebiasis, amebic granuloma, A-82 (June) : 
obstruction, management, 253; perforation, 270; small. 
response to experimental ischemia, 273; surgery, ex- 
perimental, 272 


KIDNEY, disease, “glitter cells” in chronic pvelone- 
phritis, A-18 (Feb.) ; disease, pyelonephritis, chronic, 
A-80 (June); disease, unilateral, as cause of hype 
tension, 496; function, impairment due to hyperpara- 
thyroidism, 68 


LABOR, conduct of, premature, 337 

Lactation, effect of anterior pituitary hormones, 14 

Leprosy, see Hansen’s disease 

Leptospirosis, in Israel, A-84 (Feb.) 

Leukemia, acute, treatment, unsuccessful, with irradia- 
tion and bone-marrow injections, A-90 ( Mar.) ; radia- 
tion and, A-82 (Feb.); research in 1960, 130; treat- 
ment, A-86 (Feb.) 

Lip, see Face 

Liver, inflammation, Q fever as cause of hepatitis, A- 
86 (Feb.); inflammation, serum hepatitis in para 
plegic, 622 

Long, Crawford Williamson (biography), A-150 (June) 

Lung, anatomy, 365; bronchial glands, secretion in cystic 
fibrosis, 470; collapse, see Thorax; disease, see also 
Pneumonia; disease, bronchitis and emphysema, 341; 
disease due to beryllium inhalation, A-79 (Apr.) ; 
disease, hydatid, A-77 (June) ; disease, paragonimiasis, 
A-65 (Jan.); fibrosis, diffuse interstitial, treatment, 
A-18 (Feb.); injury due to burns, 605 

Lysergic acid, in psychotherapy, A-88 ( Mar.) 


MALARIA, in Israel, A-92 (Mar.) 

Malnutrition, see Nutrition 

Medical education, art in, physician in caricature, 214; 
endocrinology and metabolism at University of Wash- 
ington, 415; oncology, training and research program, 
522; pharmacology, clinical, role of university divi- 
sion, 525 

Medical research, animal experimentation (editorial), 
332; award from Juan March Foundation, A-94 
(Mar.); basic (note), 351; federal aid, dangers of 
(editorial), 631 

Mediterranean fever, familial, A-82 (June) 








Mental disorders, anxiety state simulating hyperin- 
sulinism, A-20 (May); depression, treatment with 
drugs, A-94 (Apr.); deterioration in aged (editorial), 
329; fluphenazine in treatment of anxiety and other 
psychoneuroses, 408; in children, referral to psychi- 
atrist, 174; in plastic-surgery patients, 513; neurosis, 
traumatic, medicolegal aspects, A-48 (May); neurosis 
versus organic disease, 301; personality changes, legal 
aspects, A-60 (Apr.); reactions to discharge from 
psychosomatic unit, 358; treatment with electroshock, 
A-80 (June); treatment with lysergic acid, A-88 
( Mar.) 

Mental retardation, enzyme deficiencies and (note), 163; 
treatment with brain hydrolysates, A-98 ( Apr.) 

Metabolism, endocrinology and, in university teaching, 
415 

Mortality, perinatal, A-86 (Mar.) 

Mouth, cancer, A-78 (Feb.) ; canker sores, A-18 ( Mar.) 

Muscles, see Myasthenia gravis 

Myasthenia gravis, etiology, new hypothesis, A-80 (Jan.) 

Myocardial infarction, see Heart, disease, coronary 


NECK, cancer, A-22 (Apr.) 

Nervous system, see also Central nervous system; dam- 
age due to triorthocresyl phosphate poisoning, A-82 
(Jan.) ; peripheral, amyloidosis, primary, A-78 (Jan.) 

Neurosis, see Mental disorders 

Nobel prize in medicine for 1960, 132 

Nutrition, deficiency, chronic, influence on bone growth, 
182; deficiency, in civilians and military, A-78 (Feb.) ; 
diet for control of serum cholesterol, 569; infection 
and, 309; relation to arteriosclerosis, 133; water, 
fluoridation, feasibility, 108 


OBESITY, see Weight, excessive 
Oncology, see Cancer, research 


PAIN, relief, analgesic agents, 346; relief, chordotomy, 
anterolateral, 485 

Pancreas, see also Diabetes mellitus; duct of Wirsung, 
drainage, A-86 (Mar.) ; fibrosis, cystic, exocrine secre- 
tions in, 469; hyperinsulinism, possible case, A-20 
(May); inflammation, urine amylase test in acute 
pancreatitis, A-22 (May) 

Paragonimiasis (lung fluke), A-65 (Jan.) 

Paraplegia, serum hepatitis and, case report, 622 

Parathyroids, hyperparathyroidism, primary, 65 

Pediatrics, adrenal hyperplasia, congenital virilizing, 31; 
anesthesia for emergency surgery, 575; bone growth, 
effect of nutritional deficiency, 182; brain changes 
in children with infantile spasms and hypsarrhythmia, 
A-80 (Feb.) ; cryptorchism and obesity, A-20 (Apr.) ; 
ear, atresia, anatomy and surgery, 529; encopresis, 
A-20 (Feb.); eye infection, in newborn, prophylaxis 
with silver nitrate, A-80 (Feb.); harelip and cleft 
palate, A-90 (Apr.); head, enlargement, diagnosis, 
293; mental disorders, referral to psychiatrist, 174: 
mortality, perinatal, in Spain, A-82 (Jan.); peptic 
ulcer, A-98 (Apr.); perinatal casualties, 333; pneu- 
monia, staphylococcal, 451; pseudohermaphroditism, 
diagnosis and treatment, 481; skin depigmentation, 
A-23 (Mar.) 

Penis, erection, nocturnal, unrelated to intercourse, A- 
16 (June) 

Peptic ulcer, causes, A-80 (May); in children, A-98 
(Apr.) ; perforation, 263 
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Perinatal casualties, survey, 333 

Perspiration, composition in cystic fibrosis, 472 

Pharmacology, clinical, training in, 525 

1-Phenethylbiguanide, oral hypoglycemic agent, 194 

Photometers, selection, use and maintenance, A-42 
(Apr.) 

Physicians, caricatures of, 214; specialist versus general 
practitioner (editorial), 434 

Pituitary, anterior, failure, clinical aspects, 24; an- 
terior, hormones, 13; posterior, failure as cause of 
diabetes insipidus, 97; posterior, powdered, in treat- 
ment of diabetes insipidus, 94 

Placenta, abnormal, as cause of uterine bleeding, 147 

Pneumonia, aspiration and inhalation, A-73 (May); 
staphylococcal, in childhood, 451 

Pneumothorax, see Thorax 

Poisoning, beryllium disease, x-ray diagnosis, A-79 
(Apr.); triorthocresyl phosphate, in Morocco, A-82 
(Jan.) 

Poliomyelitis, vaccine, reactions, allergic, A-80 (Feb.) ; 
vaccines, new, 131 

Pregnancy, complications, as cause of perinatal casual- 
ties, 333; complications, high blood pressure, A-76 
(Feb.) ; complications, placental abnormalities, 147; 
duration, medicolegal aspects, A-52 (Jan.); false, in- 
duced therapeutic, A-78 (June); mortality in, reduc- 
tion of (editorial), 631 

Psychiatry, see Mental disorders 

Psychoneuroses, see Mental disorders 

Psychosomatic medicine, accidents, repeated, psychiatric 
and statistical considerations, 563; encopresis, A-20 
(Feb.) ; neurosis versus organic disease, 301; plastic- 
surgery patients, 513; reactions to discharge from psy- 
chosomatic unit, 358 

Publication, delay, perils of (editorial), 225 

Purpura, anaphylactoid, A-86 (Mar.) 


Q fever, as cause of hepatitis, A-86 (Feb.) 


RADIATION, see also Roentgen rays; fetal malforma- 
tion and, 339; hazards, A-88 ( Mar.) 

Radiology, see Roentgen rays 

Radiophosphorus, in radioautography of stomach, 393 

Rehabilitation, self-help devices: homemaking: kitchen 
area, safety measures, 628, storage facilities, 431, work 
seat and work surfaces, 314; selection of wheel chairs: 
consideration of specific disabilities, 219, general con- 
siderations, 124 

Reproductive system, effect of anterior pituitary hor- 
mones, 13; effect of congenital adrenal hyperplasia, 31 

Rheumatic diseases, conference in Moscow, A-82 (May) 

Roentgen rays, diagnosis, aspiration and inhalation 
pneumonias, A-73 (May); diagnosis of beryllium dis- 
ease, A-79 (Apr.) ; examination, arteriography of ex- 
tremities, A-47 (Mar.) ; examination, cholangiography, 
A-80 (Feb.) ; examination, coronary angiography, A- 
84 (Mar.); examination, fluoroscopic, screen intensi- 
fication, A-59 (Feb.); examination, for executives, 
A-16 (June); examination, hazards (editorial), 551; 
leukemia and, A-82 (Feb.); radiology in Free China, 
A-51 (June) 


SALIVA, composition in cystic fibrosis, 471 
Salmonella, carriers, treatment, A-14 (Jan.) 
Sarcoidosis, erythema nodosum and, A-82 (June) 
Self-help devices, see Rehabilitation 
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im, see Blood 


S, <. function, abnormal, nocturnal erection, A-16 (June) ; 


enetic, determination, sex chromatin and chromo- 
mes, 3 


Shock, due to burns, 592 
Skin, depigmentation, vitiligo, A-23 (Mar.); disease, 


utoimmunity and, 128; fungous infection, A-76 
Jan.) ; temperature, “air-pocket” phenomenon, A-86 
Feb.) 

Sleep, induction, drugs for, A-20 (Mar.) 

Smallpox, vaccination, transplanted vaccinia, A-20 (May) 

Smoking, excessive, fetal growth and, 336 

Speech, defects, aphasia and apraxia following encepha- 
litis, A-18 (June) 

Spinal cord, surgery, chordotomy, anterolateral, for pain 
relief, 485 

Spine, injuries, A-94 (Apr.) 

Stomach, cancer, diagnosis, radioautography, 393; ex- 
cision, total, pernicious anemia and, 399; perforation, 
265 

Subphrenic abscess, see Abdomen 

Surgery, anatomy of lung, 365; experimental, 272; geri- 
atric (editorial), 548; palliative, problem (editorial), 
224; plastic, clinical management, psychiatric con- 
tributions, 513; sutures, subcuticular, for facial 
wounds, 164; sutures, subcuticular (letters), A-77 
(May) 

Suspended judgment (editorial), 434 

Sutures, see Surgery 

Syphilis, latent, A-20 (Apr.) 


TEARS, composition in cystic fibrosis, 472 

Teeth, caries, prophylaxis, water fluoridation, 108; caries, 
prophylaxis with dietary fluorides, A-18 (June); ex- 
traction, contraindicated by Dicumarol therapy, A-22 
(Apr.) 

Testes, cryptorchism, A-20 (Apr.) 

Tetanus, treatment, 608 

Thalassemia, see Anemia, hypochromic 

Thio-TEPA, treatment of cancer, A-16 (June) 

Thorax, hemopneumothorax, traumatic, 374; injury, 
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tracheostomy in, 380; pneumothorax, spontaneous, 368 

Thromboendarterectomy, see Heart, disease, coronary 

Thyroid, effect of anterior pituitary hormones, 16; en- 
largement, endemic goiter, A-76 (Jan.) ; extract, value, 
A-80 (May); hyperthyroidism, toxic nodular goiter, 
57; hyperthyroidism, treatment with antithyroid drugs, 
86; hypothyroidism, classification, diagnosis and treat- 
ment, 46; hypothyroidism due to anterior pituitary 
failure, 24; inflammation, subacute diffuse thyroiditis, 
76; inflammation, subacute diffuse, treatment (letter), 
A-84 (Apr.); thyroxin analogs, therapy with, 51 

Tongue, cancer, A-78 (Feb.) 

Toxoplasmosis, of eye, 557 

Trachea, tracheostomy in traumatic injuries, 380 

Tranquilizers, effect on eye, 559 

Tuberculosis, ventricular aneurysm and, A-78 (June) 

Typhoid fever, A-92 (Apr.); carriers, treatment, A-14 

(Jan.) 


URINE, amylase in, test for acute pancreatitis, A-22 
(May) 

Urology, see also Kidney; pseudohermaphroditism, diag- 
nosis and treatment, 481 

Uterus, cervix, carcinoma in situ, 458; cervix, disease, 
benign, A-82 (Jan.); disease, as cause of perinatal 
casualties, 336; hemorrhage due to abnormal placenta, 
147; hypoplasia, treatment by induced pseudopreg- 
nancy, A-78 (June) 


VEINS, thrombosis, deep, 613 
Vinsonhaler, Frank (biography), A-158 ( Mar.) 
Virus diseases, arthropod-borne (editorial), 331 
Vitiligo, in child, A-23 (Mar.) 


WATER, fluoridation, feasibility, 108 

Weight, excessive, in boy with cryptorchism, A-20 (Apr.) 
Wheel chairs, selection, 124, 219 

Witnesses, in forensic medicine (editorial), 225 
Words, medical, when first used (editorial) , 226 


X-RAYS, see Roentgen rays 








Index to Volume 29 
Authors 


Ackerman, N. B., McFee, A. S., Santoro, B. T. and 
Wangensteen, O. H., Radioautography in gastric can- 
cer, 393 

Albright, Edwin C., Thyroxin analogs and their place 
in therapy, 51 

Aust, J. Bradley, Spontaneous pneumothorax, 368 


Bahn, Robert C., see Randall, Raymond V. 

Bahnson, Henry T. and Spencer, Frank C., Intracardiac 
surgery performed with cardiopulmonary bypass, 474 

Bangle, Raymond, Jr., Appraisal of needle biopsy, 138 

Beeler, Myrton F., Photometers: Selection, use and 
maintenance, A-42 (Apr.) 

Bell, R. Edward, Clinical measurement of erythropoiesis, 
A-24 (Mar.) 

Benson, Ellis S., “The importance of cytology to the 
practicing physician,” A-24 (Jan.); The albumin- 
globulin ratio, A-26 (Feb.); An enzymatic defect in 
drug-sensitive hemolytic anemia, A-38 (June) 

Bergen, Stanley S., Jr. and Norton, William S., II, 
1-Phenethylbiguanide—an orally administered hypo- 
glycemic agent, 194 

Bingol, Nesrin, see Nathan, Helmuth 

Blalock, Alfred, see Sabiston, David C., Jr. 


Bodi, Tibor, Nodine, John H., Siegler, Peter E., Levy, 


Howard A. and Moyer, John H., Clinical evaluation 


of fluphenazine in cases of anxiety and other psycho- 


neuroses, 408 
Boyden, E. A., Anatomy for surgeons, 365 
Brewster, William R., Jr., see Isaacs, James P. 
Brusilow, Saul W. and Cooke, Robert E., 
secretions in cystic fibrosis of the pancreas, 469 
Buckley, Joseph J., Pitfalls in anesthesia for emergency 
pediatric surgery, 575 
Bulbulian, Arthur H., see Randall, Raymond V. 


Carter, Norman W., see Unger, Roger H. 


638 


Exocrine 


Clark, Edward C., see Randall, Raymond V. 

Cooke, Robert E., see Brusilow, Saul W. 

Cooley, Denton A., see Crawford, E. Stanley 

Coppolino, Carl A. and Wallace, George, Evaluation of 
Librium as a preanesthetic medication, 619 

Crawford, E. Stanley, DeBakey, Michael E., Cooley, 
Denton A. and Morris, George C., Jr., Surgical con- 
siderations of aneurysms and atherosclerotic occlusive 
lesions of the aorta and major arteries, 15] 

Creech, Oscar, Jr., Abdominal injuries, 229; Acute ar- 
terial injuries, 581 

Curtis, George C., see Kaplan, Stanley M. 


DeBakey, Michael E., see Crawford, E. Stanley 

De Reamer, Russell, see McLean, Alan A. 

DeWeese, James A., Rogoff, Stanley M., Phillips. Clay 
E., Jr. and Pories, Walter J., Deep venous thrombosis, 
613 

Diemath, Hans Erich, Heppner, Fritz and Walker, A. 
Earl, Anterolateral chordotomy for relief of pain, 485 

Dodge, Henry W., Jr., see Randall, Raymond V. 

Dreizen, Samuel, Stone, Robert E. and Spies, Tom D.. 
The influence of chronic undernutrition on bone 
growth in children, 182 


Ebert, Richard V., Chronic bronchitis and pulmonary 
emphysema, 341 

Edgerton, Milton T., see Jacobson, Wayne E. 

Eisenhower, Milton S., Foreword to The Johns Hopkins 
University School of Medicine issue, 438 

Engbring, Norman H., Lennon, Edward J. and Engstrom. 
William W., The diagnosis and treatment of toxic 
nodular goiter, 57 

Engstrom, William W., see Engbring, Norman H. 


Firor, Warfield M., The last mile (editorial), 554 
Fishbein, Morris, Medical progress in 1960, 128 


POSTGRADUATE MEDICINE 


i. 
: 
; 




















i-hbein, Ronald H., see Wilder, Robert J. 
Fiink, E. B., Introduction to the endocrinology issue, 2 


Gerber, Samuel R., Identification of persons, A-56 (June) 
Goldsmith, Grace A., see Unglaub, Walter G. 
Goldsmith, Richard, Classification, diagnosis and treat- 
nent of hypothyroidism, 46 

ott, Bernard, see Lillehei, Richard C. 

iggs, Joseph Franklin, Differentiation of neurosis from 


( 
Grig 
organic disease, 301 


Hall, J. Edward, Uterine bleeding in the second trimester 
caused by abnormal placental development, 147 

Hendrix, Thomas R., see Siegel, Charles I. 

Heppner, Fritz, see Diemath, Hans Erich 

Hilal, Sadek, see Lillehei, Richard C. 

Hipps, C. Jack, see Straith, Richard E. 

Hirsh, Joseph, see Nathan, Helmuth 

Hitchcock, Claude R. and Strobel, Claire J., Acute per- 
forations of the gastrointestinal tract, 262 

Hodges, Paul C., Beryllium disease, A-79 (Apr.); As- 
piration and inhalation pneumonias, A-73 (May); 
Radiology in Free China, A-51 (June) 

Hoffman, William, Estimating time of death, A-60 ( Mar.) 

Hopkins, Edward W., Staphylococcal pneumonia in 
childhood; clinical observations in 67 cases, 451] 

Hunter, Samuel W., Traumatic hemopneumothorax, 374 


Ingram, William T., Water fluoridation is feasible, 108 

Isaacs, James P., Lamb, John C. and Brewster, William 
R., Jr., The electron and proton, signals for biology: 
\ prospectus for medicine based on energy flow across 
a balanced system or transducer, the cell; prediction 
of a crucial photocatalytic chain, 542 


Jacobson, Wayne E., Meyer, Eugene and Edgerton, 
Milton T., Psychiatric contributions to the clinical 
management of plastic-surgery patients, 513 

Jolliffe. Norman and Rinzler, Seymour H., Practical 
dietary control of serum cholesterol, in free-living 
American men aged 50 to 59, 569 


Kaplan, Stanley M. and Curtis, George C., Reactions of 
medical patients to discharge or threat of discharge 
from a psychosomatic unit of a general hospital, 358 

Karowe, Harris E., When do you refer a child to a 
psychiatrist?, 174 

Kessler, Morris M., see Schroeder, Oliver C., Jr. 

Kirkpatrick, J. A., see Murtagh, F. 


Lamb, John C., see Isaacs, James P. 

Lasagna, Louis, The role of a division of clinical phar- 
macology in a university environment, 525 

Lawrence, Carteret, Collaborative glaucoma survey, 465 

Lawson, James M., see Straith, Richard E. 

Lennon, Edward J., see Engbring, Norman H. 

Leopold, Irving H., Use of newer drugs in relation to 
ophthalmology, 557 

Levenson, Stanley M., Some problems of thermal injury, 
592 

Levy, Howard A., see Bodi, Tibor 

Li, Choh Hao, Anterior pituitary hormones, 13 

Lillehei, Richard C., Longerbeam, Jerrold K., Goott. 
sernard, Hilal, Sadek and Yunis, Edmond, Horizons 
in abdominal surgery, 272 


June 1961 





Longerbeam, Jerrold K., see Lillehei, Richard C. 
Lowman, Edward W. and Rusk, Howard A., Self-help 
devices: Selection of wheel chairs: General considera- 
tions, 124, Consideration of specific disabilities, 219; 
Homemaking: Kitchen area, work seat and work sur- 
faces, 314, storage facilities, 431, safety measures, 628 


MacLean, Lloyd D., Traumatic rupture of the diaphragm, 
383 

Madison, Leonard L., see Unger, Roger H. 

Mayer, Leo L., Emergency care of the eye, 199 

Mayo, Charles W., Palliative or nonpalliative: A surgical 
problem (editorial) , 224 

McCannel, Malcolm, Indonesia—SS Hope, A-72 (June) 

McFee, A. S., see Ackerman, N. B. 

McLean, Alan A. and De Reamer, Russell, The accident 
repeater: Psychiatric and statistical considerations, 563 

Meyer, Eugene, see Jacobson, Wayne E. 

Morgan, Bernard L., The subcuticular suture (letter), 
A-77 (May) 

Morgan, Russell H., Intensification of the fluoroscopic 
screen, A-59 (Feb.); The dangers of diagnostic x-ray 
exposure (editorial), 551 

Morris, George C., Jr., see Crawford, E. Stanley 

Moyer, John H., see Bodi, Tibor 

Murtagh, F. and Kirkpatrick, J. A., Diagnostic approach 
to the infant with an enlarging head, 293 


Nager, George T., Aural atresia: Anatomy and surgery, 
529 

Nathan, Helmuth, Hirsh, Joseph and Bingol, Nesrin, The 
physician in the caricature, 214 

Nelson, W. O., see Patanelli, D. J. 

Nesbitt, Robert E. L., Jr., An obstetric-gynecologic sur- 
vey of the problem of perinatal casualties, 333 

Nodine, John H., see Bodi, Tibor 

Nordin, B. E. C., Primary hyperparathyroidism, 65 

Norton, William S., II, see Bergen, Stanley S., Jr. 


Oswald, Arthur J., Management of tetanus, 608 

Overy, Donald C., Advances in electrocardiography, 352 

Owens, Albert H., Jr., A training and research program 
in medical oncology, 522 


Patanelli, D. J. and Nelson, W. O., Sex chromatin and 
chromosomes in man, 3 

Perr, Irwin N., Mathematics of motherhood, part 2: 
Man’s law of paternity vs. nature’s law of gestation, 
A-44 (Jan.) 

Phillips, Clay E., Jr., see DeWeese, James A. 

Polymenakos, L. G., Subacute diffuse thyroiditis (let- 
ter), A-84 (Apr.) 

Pories, Walter J., see DeWeese, James A. 

Prevatt, Amos L., see Unglaub, Walter G. 


Randall, Raymond V. and Clark, Edward C., Treatment 
of chronic diabetes insipidus, 94 

Randall, Raymond V., Clark, Edward C., Dodge, Henry 
W., Jr., Bahn, Robert C. and Bulbulian, Arthur H.. 
Diabetes insipidus: Current concepts in the production 
of antidiuretic hormone; clinical and experimental ob- 
servations, 97 

Randall, Raymond V. and Rynearson, Edward H., Clini- 
cal aspects of anterior pituitary failure. 24 

Rinzler, Seymour H., see Jolliffe, Norman 

Rogoff, Stanley M., see DeWeese, James A. 








Rusk, Howard A., see Lowman, Edward W. 

Rynearson, Edward H., see Randall, Raymond V. 

Sabiston, David C., Jr. and Blalock, Alfred, Coronary 
thromboendarterectomy for angina pectoris, 439 

Sadove, Max S. and Schiffrin, M. J., Analgesic agents 
for the relief of acute pain, 346 

Sai, Fred T., Some clinical aspects of nutrition and 
infection, 309 

Sako, Yoshio, Tracheostomy in traumatic injuries, 380 

Santoro, B. T., see Ackerman, N. B. 

Schiff, Edward J., see Schroeder, Oliver C., Jr. 

Schiffrin, M. J., see Sadove, Max S. 

Schroeder, Oliver C., Jr., The cardiac: Industry’s medico- 
legal problem, A-40 (Feb.); The medicolegal forum: 
Traumatic neurosis, A-48 (May) 

Schroeder, Oliver C., Jr., Kessler, Morris M. and Schiff. 
Edward J., A law-medicine forum: Personality dis- 
orders, A-60 (Apr.) 

Schultz, Alvin L., Subacute diffuse thyroiditis; clinical 
and laboratory findings in 24 patients and the effect of 
treatment with adrenal corticoids, 76 

Scott, William W., The role of the urologist in the diag- 
nosis and treatment of pseudohermaphroditism, 481 

Seldinger, S. I., Arteriography of the extremities, A-47 
( Mar.) 

Shahon, Donald B., Current concepts in the management 
of intestinal obstruction, 253 

Siegel, Charles I. and Hendrix, Thomas R., The clinical 
value of esophageal motor studies, 505 

Siegler, Peter E., see Bodi, Tibor 

Silbert, Nathan E., Steroid therapy in cases of allergic 
disease, 317 

Simpson, D. P. and VanderLaan, W. P., Treatment of 
hyperthyroidism with antithyroid drugs, 86 

Spencer, Frank C., see Bahnson, Henry T. 

Spies, Tom D., see Dreizen, Samuel 

Stamey, Thomas A., The diagnosis of curable unilateral 
renal hypertension by ureteral catheterization, 496 


640 





Stare, Fredrick J., Nutrition in relation to arteriosclero- 
sis, 133 

Stone, Robert E., see Dreizen, Samuel 

Straith, Richard E., The subcuticular suture (letter), 
A-77 (May) 

Straith, Richard E., Lawson, James M. and Hipps, C. 
Jack, The subcuticular suture, 164 

Strobel, Claire J., see Hitchcock, Claude R. 

Sullivan, W. Albert, Jr., Introduction to series on emer- 
gency surgery for general physicians, 228 


TeLinde, R. W., Carcinoma in situ of the cervix, 458 


Unger, Roger H., Madison, Leonard L. and Carter, Nor- 
man W., The proper choice of oral antihyperglycemic 
therapy in diabetes mellitus, 40 

Unglaub, Walter G., Prevatt, Amos L. and Goldsmith, 
Grace A., Recent experiences in diagnosing and treat- 
ing pernicious anemia, 399 


VanderLaan, W. P., see Simpson, D. P. 


Walker, A. Earl, see Diemath, Hans Erich 

Wallace, George, see Coppolino, Carl A. 

Wangensteen, O. H., see Ackerman, N. B. 

Watten, Raymond H., Pulmonary paragonimiasis, A-65 
(Jan.) 

Wilder, Robert J. and Fishbein, Ronald H., The widen- 
ing surgical frontier (editorial), 548 

Wilkins, Lawson, Diagnosis and treatment of congenital 
virilizing adrenal hyperplasia, 31 

Williams, Robert H., Endocrinology and metabolism in 
the University of Washington teaching program, 415 

Yonehiro, Earl G., Management of subphrenic abscess. 
242 


Yunis, Edmond, see Lillehei, Richard C. 


Zieve, Leslie, Urine amylase, A-22 (May) 





) 


DO 


POSTGRADUATE MEDICINE 





RP EY 


: Pye Spina 


ye taal 


no longer 


fo[=\ce)0la-\e mae 
by 


ol FeVaaalsyel 


ONG 





Donnatal® with Kaolin and Pectin compound 


Lae DONNAGEL’S comprehensive antidiarrheal formulation gives 
the green light to normal activity, through its fast and dependable 
control of intestinal hypermotility. 
Each 30 cc. (1 fl. oz.) of DONNAGEL contains: 
6.0 Gm. Natural belladonna alkaloids: 


... 142.8 mg. hyoscyamine sulfate 
Phenobarbital (14 gr.) .. 16.2 mg. atropine sulfate 


hyoscine hydrobromide 0.0065 mg. 





also available 


BONA GEA N EOIN NED ONNAGEIERG 


DONNAGEL plus neomycin sulfate 300 mg. (as neomycin base 210 mg 


fo] -1 ams 0 ol om DONNAGEL plus powdered opium U.S.P. 24 
mg. per fl. oz. (equivalent to paregoric 6 mi.) 
This is the usual adult dose 
All three forms available in bottles of 6 fl. oz, 
Ta c Cie VAs Nce 4 Rift Tilastitaa f ata 














® DYNAZOOM MICROSCOPES 


DESCRIPTION: Employing the completely inte- 
erated MicroZoom optical system, this line of 
microscopes has a continuous magnification 
range extending from 17.5 to 1,940x. Features 
include a single eyepiece which provides 1 to 2x 
magnification; six interchangeable bodies, each 
fully rotatable through 360 degrees on a common 
arm bracket; inclined eyepiece tubes; an auto- 
matic interpupillary distance adjustment; coated 
aluminum mirrors with enhanced reflectivity; 
color-coded 10x, 43x and 97x objectives; ball- 
bearing movements controlling the nosepiece and 
stages; a circular 148 mm. diameter glide stage; 
and a closed-type base which provides firm sup- 
port for illuminator accessories. Attachments for 
35 mm. cameras and POLAROID® Land Cameras 
are available for models that are adapted for 
photomicrography. 

PRODUCER: Bausch & Lomb Incorporated, Roches- 
ter, N. Y. 
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Information published in this department 
is supplied by the manufacturers of the 
products described. 


®@ DURABOLIN®-50 


DESCRIPTION: Providing more potent anabolic 
stimulation than Durabolin, this agent is avail- 
able in 2 cc. vials, each cubic centimeter contain- 
ing 50 mg. nandrolone phenpropionate in sterile 
sesame oil with 10 per cent benzyl alcohol. Con- 
traindications are the same as for Durabolin. 

PRODUCER: Organon Inc., West Orange, N. J. 





en 








EH DAT 





caer elt he a emma 


© TAPE RECORDER 
(Model 102A) 


DESCRIPTION: Designed for recording electro- 
cardiographic and electroencephalographic data 
and for medical and biologic research, this port- 
able two channel tape system provides 0.2 per 
cent precision in recording and reproducing all 
analog data from 0 to 400 cycles. It features a 
standard tape transport, three tape speeds, wide 
dynamic range, independent recording and re- 
production channels, and low noise and cross- 
talk levels. 

PRODUCER: Mnemotron Corp., Spring Valley. 
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asleep.. - 
not drugged — 


For a night of deep, refreshing sleep and a lively awakening... Noludar 300...one capsule at 
bedtime promises 6 to 8 hours of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problem. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 
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@ MEDI-TEL 
(Model 613 M) 


DESCRIPTION: Consisting of a transmitter and a 
receiver, this system is designed on the basis of 
standardized telephone telemetering technics and 
can transmit recorded electrocardiogram signals 
to diagnosticians at remote locations. From the 
transmitter, controlled low-frequency FM signals 
carry electrocardiogram signals over a landline 
data link to the receiver, which reproduces them 
for remote analysis. The transmitter is adapted 
to fit most amplifying types of electrocardio- 
graphs. 

PRODUCER: Electro-Medical Engineering Com- 
pany, Inc., Burbank, Calif. 


© ZENTRON® 


PURPOSE: To correct iron deficiency. 
COMPOSITION: Each 5 cc. contains 100 mg. fer- 
rous sulfate plus seven vitamins and 2 per cent 
alcohol. 

DOSAGE AND ADMINISTRATION: For children, 14 to 
1 teaspoonful one to three times daily; for adults, 
1 to 2 teaspoonfuls three times daily. 

PRODUCER: Eli Lilly and Company, Indianapolis. 


@ UN-TEST 


DESCRIPTION: Used for the colorimetric quantita- 
tion of urea nitrogen, this test eliminates boiling 
and the need for elaborate apparatus. Color in- 
tensities are reproducible within 1 per cent, and 
the high reaction sensitivity permits an assay of 
only 0.02 ml. serum without deproteinization. 
Materials come in compact kits, each contain- 
ing 20 ml. dried buffered urease, 5 gm. concen- 
trated phenol color reagent, and 14 ml. concen- 
trated alkali-hypochlorite reagent. 

propucer: Hyland Laboratories, Los Angeles. a 
subsidiary of Baxter Laboratories, Inc., Morton 
Grove, Ill. 


®@ DEXALONE AND DEXATAL DURA-TABS® 


PURPOSE: To curb appetite and relieve tension. 
Dexatal also provides gentle sedation. 
COMPOSITION: Dexalone 10 and 15 Dura-Tabs 
contain 10 and 15 mg. dextroamphetamine sul- 
fate, respectively. Dexatal 10 and 15 Dura-Tabs 
contain 10 and 15 mg. dextroamphetamine sul- 
fate with the addition of 30 and 45 mg. pheno- 
barbital, respectively. 

CAUTION: Both medications should be used with 
caution in patients who are hypersensitive to 
sympathomimetic amines and in those who have 
coronary or cardiovascular disease and severe 
hypertension. Neither medication should be ad- 
ministered in the presence of hyperexcitability 
or agitated prepsychotic states. Dexatal may be 
habit-forming. 

DOSAGE AND ADMINISTRATION: 1 Dura-Tab before 
breakfast. 

HOW SUPPLIED: Bottles of 30, 100 and 250. 
PRODUCER: Wynn Pharmacal Corp., Philadelphia. 


® BLOOD CELL COUNTER 
(Model 75) 


DESCRIPTION: Accurate and rapid blood cell 
counting is provided by this optical electronic 
device. Using a high dilution ratio which permits 
individual cells to be sensed as they pass through 
the inspection chamber, this instrument can fur- 
nish a cell count in 25 seconds. The large, easily 
read panel meter, calibrated from 0 to 7.4 mil- 
lion per cubic millimeter for red blood cell 
counts and from 0 to 25,000 per cubic millimeter 
for white blood cell counts, eliminates the need 
for conversion tables or correction factors. The 
unit is 1214 in. high, 1814 in. wide, and 16 in. 
deep; it weighs approximately 44 lb. and oper- 
ates on 115 V, 60 cycles, 90 W. 

PRODUCER: Sanborn Company, Waltham, Mass. 

(Continued on page A-111) 
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Metamine 


(troinitrate phosphate, Leeming, 10 mg.) 


Sustained 


= 
dilate the 
coronaries 


In pharmacologic studies 
at Pasteur Institute and 
McGill University, the 
vasodilator activity of 
trolnitrate phosphate 
(Metamine) was found to 
be equal or superior to 
that of nitroglycerin, and 
of much longer duration.” 


In coronary insufficiency, 
one Metamine Sustaineo 
tablet q. 12 h. markedly 
reduces the number and 
severity of anginal attacks 
and increases exercise 
tolerance, with virtual 
freedom from nitrate 
side effects and less 
danger of a forgotten 
dose.” Bottles of 50 and 
500 tablets. 


1. Bovet, D., and Nitti-Bovet, F.: Arch. 
Internat. de pharmacodyn. et therap. 
83:367, 1946. 2. Melville, K.I., and Lu, F.C.: 
Canad. M.A.J. 65:11, 1951. 3. Fuller, H.L. 
and Kassel, L.E.: Antibiotic Med. & Clin. 
Therapy 3:322, 1956. 4. Eisfelder, H.W. 
et al.: J. Am. Geriatrics Soc. 8:62, 1960. 
1 tablet all day 
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1 tablet all night 








when anxiety intensifies allergic dermatose 


this 
time 


Ataraxoid 


PREDNISOLONE-HYDROXYZINE HC! 


Corticosteroid-Ataractic 





for more effective treatment of allergic 


disorders “Excellent results were obtained 
with the prednisolone-hydroxyzine 
combination in a greater proportion 
of patients (75.6 per cent) than | 
with prednisolone alone (48.3 per cent). . 
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A TARAXOID IN BRIEF Ataraxoi contains the 
glucocorticoid, prednisolone, and the ataractic 
agent, hydroxyzine. ADVANTAGES: AtTaraxoIp 
combines the tension-relieving effects of hydroxy- 
zine with the anti-inflammatory action of predni- 
solone, a well-established corticosteroid, for supe- 
rior control without unexpected side effects. Owing 
to the lessening of the anxiety component, there is 
often an enhanced response to prednisolone, per- 
mitting significant reduction in the steroid dosage 
required to provide relief. INDICATIONS: Those 
conditions amenable to steroid therapy in which 
anxiety and other emotional factors are associated ; 
allergic/inflammatory diseases of the skin and eyes, 
chronic bronchial asthma, severe hay fever, and 
other allergic states ; rheumatoid arthritis; collagen 
diseases and related conditions; and other muscu- 
loskeletal disorders (myositis, fibrositis, bursitis, 
etc.). ADMINISTRATION AND DOSAGE: 
ATARAXOID dosage varies with individual response. 
Clinical experience suggests the following daily 
dosage: Initial therapy —4-6 ATARAxoID 5.0 Tab- 
lets. Maintenance—1-4 Ataraxorw 5.0 Tablets or 
2-8 Atraraxor 2.5 Tablets. After initial suppres- 
sive therapy, gradual reduction of prednisolone 
dosage should begin and continue until the small- 
est effective dose is reached. Prescribe in divided 
doses, after meals and at bedtime. SIDE EFFECTS: 
Prednisolone may produce all of the side effects 
common to other corticosteroids. As with other 
corticosteroids, insomnia, mild hirsutism, moon- 
face and sodium retention have occurred. Osteo- 
porosis may develop after long-term corticosteroid 
therapy. PRECAUTIONS AND CONTRAINDI- 
CATIONS: Usual corticosteroid precautions should 
be observed. Incidence of peptic ulcer may increase 
on long-term prednisolone therapy. However, ther- 
apy has often been maintained for long periods 
without adverse effects. Contraindicated in infec- 
tious disease including active tuberculosis (except 
under close supervision), peptic ulcer, certain in- 
fections of the cornea, such as dendritic keratitis, 
superficial punctate keratitis, epidemic keratocon- 
junctivitis, and in patients with emotional insta- 
bility. Caution is indicated in the treatment of 
diabetic patients and patients with severe cardio- 
vascular disease, and in some cases sodium restric- 
tion and potassium supplementation must be con- 
sidered. SUPPLIED: As green, scored ATARAXOID 
5.0 Tablets, containing 5 mg. prednisolone and 10 
mg. hydroxyzine hydrochloride and blue, scored 
ATARAxoID 2.5 Tablets, containing 2.5 mg. predni- 
solone and 10 mg. hydroxyzine hydrochloride. 


More detailed professional information available 
on request. 


1. Brown, E. B., and Seideman, T.: J. Allergy 
29:80, Jan., 1958. 
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PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. New York 17, N.Y. 
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® HEMONADE 


DESCRIPTION: For emergency management of 
gastroesophageal varices in portal hypertension, 
this device includes an automatic balloon tam- 
ponade and a control apparatus. The latter con- 
sists of two synchronized elements provided with 
separate alarm systems. A headgear maintains 
the nasogastric tubes in position and measures 
the direct traction on the gastric balloon on a 
1600 gm. scale. An air reservoir with a parallel 
standpipe controls intraesophageal balloon pres- 
sure and supplies the gastric balloon with air. 
Should pressure drop or the balloon deflate, one 
of the two alarm signals is set off, but neither 
signal is activated by normal sudden contractions 
of the diaphragm. 

PRODUCER: Air-Shields, Inc., Hatboro, Pa. 


® ALDACTAZIDE® 


PURPOSE: Diuretic therapy. 
COMPOSITION: Each tablet contains 75 mg. 
spironolactone (ALDACTONE®) and 25 mg. hydro- 
chlorothiazide. 
CAUTION: This drug should be administered with 
caution to patients with severe hepatic disease. 
Hyponatremia, hyperpotassemia, hyperuricemia, 
hepatic coma, gastrointestinal intolerance, and 
hypersensitivity reactions to the individual com- 
ponents of this drug may develop. 
DOSAGE AND ADMINISTRATION: For adults the 
usual dosage is 1 tablet four times daily but may 
range from 1 to 8 tablets daily; for children, the 
daily dosage should provide 3 to 6 mg. Aldactone 
per pound of body weight. 
HOW SUPPLIED: Bottles of 20 and 100 tablets. 
propucer: G. D. Searle & Co., Chicago. 
(Continued on page A-112) 
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@ MICROPIPET STIRRER 


DESCRIPTION: For use in the clinical laboratory 
where microdeterminations are required, this de- 
vice can make aliquots as small as 0.001 ml. It 
combines a precision micropipet with a magnetic 
stirrer of adjustable height. The magnetically 
driven turntable rotates beakers and test tubes 
for pipet tip stirring. A unique zeroing mecha- 
nism permits direct reading of aliquot volumes 
from the dial face. Each instrument is furnished 
with a separate mounting rack and five inter- 
changeable reagent reservoirs of 0.1 and 1.0 ml. 
capacities. 

propUCER: McDonald Instrument Company, 
Cleveland. 


® NORLUTATE 


PURPOSE: To treat disorders of menstruation and 
pregnancy that are associated with progesterone 
deficiency. 

COMPOSITION: Each tablet contains 5 mg. nore- 
thindrone acetate. 

HOW SUPPLIED: Bottles of 30. 

PRODUCER: Parke, Davis & Company, Detroit. 


® TIGACOL 


PURPOSE: For the relief of dizziness, nausea and 
vomiting. 

COMPOSITION: Each capsule contains 50 mg. 
RONIACOL® and 100 mg. TIGAN®. 

DOSAGE AND ADMINISTRATION: 1 or 2 capsules 
three times a day. 

HOW SUPPLIED: Bottles of 50. 

PRODUCER: Roche Laboratories, Division of Hoff- 
mann-La Roche, Inc., Nutley, N. J. 
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® HALDRONE® 


PURPOSE: Corticosteroid therapy. 

COMPOSITION: Paramethasone acetate. 

CAUTION: The usual contraindications to corticos- 
teroid therapy apply to Haldrone. 

DOSAGE AND ADMINISTRATION: Dosage should be 
individualized for each patient. 

HOW SUPPLIED: 1 or 2 mg. tablets in bottles of 
30, 100 and 500. 

PRODUCER: Eli Lilly and Company, Indianapolis. 





© SCOUT-FILMER 


DESCRIPTION: Precise positioning of a cobalt 60 
therapy beam is made possible by this x-ray unit, 
which takes roentgenograms of the exact body 
area the beam will penetrate. The radiologist is 
thus able to adjust the cobalt sourcehead before 
the therapy beam is emitted. The 15 ma, 85 kv 
unit is self-contained, and it clamps securely to 
the sourcehead of a Picker cobalt teletherapy 
unit. 

PRODUCER: Picker X-Ray Corporation, White 
Plains, N. Y. 


© REDODERLEIN 


PURPOSE: To treat vaginitis. 

COMPOSITION: Each 5 cc. vial contains a mini- 
mum of 200,000 lyophilized, viable bacilli in a 
preparation to be reconstituted with sterile dis- 
tilled water. 

DOSAGE AND ADMINISTRATION: Insert the reconsti- 
tuted contents of 1 vial once every three days 
until growth of Déderlein’s bacillus is established. 
HOW SUPPLIED: Packages of six. 

PRODUCER: Testagar & Co., Inc., Detroit. 
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THE MEDICAL 


> HENRY STANLEY PLUMMER 

A Diversified Genius 
By Fredrick A. Willius, M.D., formerly Head, Section on 
Cardiology, Mayo Clinic, Rochester, Minnesota. 71 pages, 


illustrated. 1960, Charles C Thomas, Springfield, Illinois. 
$4.50. 


Henry Stanley Plummer was a man of infinite 
variety. His career was Minnesota all the way. 
He was born in Hamilton, Minnesota, and gradu- 
ated from the local schools. After two years in 
the University of Minnesota, he attended North- 
western University Medical School, Chicago, re- 
ceiving his M.D. in 1898. His early leanings were 
toward engineering, but his medical father and 
paternal grandfather pushed him into medicine. 
His enrollment in the Mayo Clinic was a result 
of a casual contact with Dr. William J. Mayo, 
who had been called in consultation by Dr. Al- 
bert Plummer. 

Dr. Plummer was associated early in his career 
in Rochester with E. Starr Judd, Braasch, Bal- 
four, Henderson and many others. His bent to- 
ward engineering led him to early use of the 
x-ray, to the building of devices for use in the 
esophagus and the stomach and for measuring 
hypertension, and into early contact with electro- 
cardiography. With Boothby, he pioneered in the 
development of the use of oxygen and the appara- 
tus for that purpose. His genius for engineering 
made him the leader in the building of the great 
Mayo Clinic building of 1929, which is known 
today as the Plummer Building. 

Dr. Plummer’s genius and intellect contributed 
so greatly to the heights achieved by the Mayo 
Clinic and the Mayo Foundation that they will 
be remembered for many years to come. This 
was a man who lived largely in his mind. He 
read widely, but perhaps with difficulty; yet, he 
surmounted his eccentricities and his peculiarities 
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in a triumphant contribution to many engineer- 
ing and mechanical aspects of medical progress. 
M. F. 


»> PEDIATRIC X-RAY DIAGNOSIS 


By John Caffey, M.D., Director of Medica] Education, 
Children’s Hospital of Denver, Denver. Ed. 4. 1,236 
pages with 1,536 illustrations. 1961, Year Book Medical 
Publishers, Inc., Chicago. $32.00. 


In 15 years and three editions, Dr. Caffey’s 
text on pediatric radiology has become an Ameri- 
can classic. It was begun at the Babies’ Hospital, 
New York, and now has been moved to the Chil- 
dren’s Hospital of Denver. 

The differences between previous editions and 
this greatly enlarged edition are so well set forth 
in the author’s preface that it is unnecessary to 
restate them here in detail or to add to the 
author’s admonition that one should avoid both 
needless radiation of children and failure to make 
x-rays when x-rays are of vital importance in 
diagnosis. 

An authoritative textbook in any branch of 
medicine must be so large that it will scarcely 
ever be read from cover to cover. If it is a grade 
A textbook, it will have such complete, well- 
indexed and well-illustrated coverage that a read- 
er desiring dependable information on any phase 
of the subject may turn to it, confident that his 
question will be answered. Dr. Caffey’s book 
qualifies richly as a grade A textbook. It is a 
credit to its publisher and to its author and his 
numerous associates. It also emphasizes the fact 
that in American medicine of 1961 superannua- 
tion and technical retirement need not interrupt 
or terminate one’s usefulness to society. 

P. C. H. 
(Continued on page A-144) 
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Mellaril 


THIORIDAZINE HCI 


provides highly effective tranquilization, 
slieves agitation, apprehension, anxiety 
oe 
and ‘screens out’’ 
certain side effects 
of tranquilizers, 
making it 
virtually free of: 3 ATION 
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SENSITIVITY 


“The side-effects which we have observed during trials with Mellaril have not been of a serious 
nature and we believe that the claim can justly be made that Melleril has fewer side-effects 
than any other of the phenothiazine compounds.” 


In Agitation, Anxiety and Tension “The literature replete with references to the 
ythiazines and the role they play in the treatment of tension states, anxiety, and 
tation. While numerou ompounds Nave be¢ introduced, tt earch continue 
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Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety 
in both ambulatory and hospitalized patients. 





ORIGINAL 
RESEARCH 
SERVING THE 
PHYSICIAN 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients 
— 100 mg. t.i.d. 


Dosage must be individually adjusted until optimal response. Maximum recom- 
mended dosage: 800 mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 
100 mg. 


1. Sandison, R. A., Whitelaw, E., and Currie, J. D. C.: Clinical trials with Mellaril in the 
treatment of schizophrenia, Journal of Mental Science (British Journal of Psychiatry) 
106:732, April, 1960. 2. Freed, S. C.: Thioridazine, a neuroleptic in general practice, 
International Record of Medicine, 172:644, Oct. 1959. 
























How to Relieve 
Pain and 
Discomfort 


for 95% of 
your Patient’s 
Symptoms 


With medical literature concentrating on curing disease, 
the problem of how to give relief for the patient’s symp- 
toms usually receives scant attention. On the other hand, 
the advertising pages of our medical journals are often 
filled with somewhat indiscriminate recommendations 
for the use of drugs for the relief of symptoms and pre- 
scriptions for making the patient feel better. 


Now you can get help for this common dilemma from an 
informative book titled, RELIEF OF SYMPTOMS. The 
new 2nd edition of this 425-page book is an authoritative 
but nevertheless a very practical, down-to-earth and 
readable guide to aid you in the daily problems of re- 
lieving your patient’s distress—a quick reference that 
can assist you in providing relief quickly and effectively 
—before a diagnosis is made. In emergency situations, 
this book can tell you exactly how to relieve pain or 
discomfort until more satisfactory treatment is available. 
Written in an informal and interesting style by Walter 
Modell, M.D., the well known author and editor of 
CLINICAL PHARMACOLOGY AND THERAPEUTICS 
this book discusses the relief of 27 specific symptoms in 
individual chapters which include well over 95% of those 
symptoms which bring patients to the doctor’s office. 


Order on 30 Day Approval! 


The C.V.MOSBY Company | 


| 3207 Washington Boulevard, St. Louis 3, Mo. | 


| | accept your offer to examine a copy of the new 2nd edition | 
of Modell, RELIEF OF SYMPTOMS, priced at $11.50, on 30 
day approval without charge or obligation. A itt with | 


this order will save the mailing charge. | 





(J Payment enclosed 


| ] Charge my account 
| (Same return privilege) 


(— Open a new account for me | 











_ mo. | 
| Address | 
| EE State | 
| This 30 day approval is limited to the continental U.S. only. | 
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The Medical Bookman 


> THE YEAR BOOK OF DRUG 
THERAPY (1960-1961 ) 


Edited by Harry Beckman, M.D., Chairman, De- 
partments of Pharmacology, Marquette Univer- 
sity Schools of Medicine and Dentistry, Mil- 
waukee. 587 pages with 57 illustrations. 1961, 
Year Book Medical Publishers, Inc., Chicago. 
$8.50. 


This fully indexed volume presents to the 
physician a truly clinical drug-consultation serv- 
ice. As usual, Dr. Beckman has enhanced the 
book with his own excellent editorial comments. 

The blue page section, introduced last year. 
has a very fine discussion on the bases for judging 
a new drug, including method of production. 
need for the drug, a comparison of cost and 
therapeutic value, side effects, and contraindica- 
tions. New drugs of the past year are discussed. 

The remainder of the volume covers 456 new 
or improved treatment measures, 57 of the latest 
diagnostic procedures, 66 case reports, 128 in- 
formative clinical studies, and practical new 
therapeutic approaches to 293 conditions. The 
discussions of various drugs for many conditions 
represent abstracts of 504 pertinent articles on 
current drugs and their application in general 
practice and the specialties. 

I. P. F. 


> RADIATION THERAPY OF 
EARLY PROSTATIC CANCER 


By R. H. Flocks, M.D. and D. A. Culp, M.D., 
Department of Urology, State University of Iowa 
College of Medicine, Iowa City. American Lec- 
ture Series. 73 pages, illustrated. 1960, Charles C 
Thomas, Springfield, Illinois. $4.50. 


The first half of this short monograph is a 
historical review of the methods and results of 
the uses of radium in treating cancer of the 
prostate up to 1930. The reasons for using radio- 
colloid in 1950 are discussed, as well as the find- 
ings on the early series of patients treated by this 
means. The latter half of the book deals with the 
technics and methods of administering colloidal 
gold to patients, with a practical discussion of 
measures used to protect the personnel from radi- 
ation. The last chapter presents the results 
of 785 procedures performed on 517 patients. 

D. S. C. 
(Continued on page A-146) 


POSTGRADUATE MEDICINE 
































VITAMINS ARE THERAPY 


STRESSCAPS 






STRESS FORMULA VITAMINS LEDERLE 


INFECTION 


Therapeutic B and C vitamins 
rapidly restore essential nutri- 
ents lost during the acute 
phase, and help mobilize body 
defenses during convalescence. 
STRESSCAPS f helps condition 
the body to respond to primary 
therapy. 

Packaged (30 and 100) in decora- 
tive “reminder” jar, 

Each capsule containe: 

Thiamine Mononitrate (B:). ‘= mg. 
Riboflavin (Bz)......... mg. 





Niacinamide.....-.... 100 ™g. 
Ascorbic Acid (C)...... 300 mg. 
Pyridoxine HC! (Bs) ...... 2 mg. 
Vitamin Ore. . 6 kes 4 mogm. 
Calcium Pantothenate. . . . 20 mg. 


Average dose: 1 to 2 capsules daily. 
Request complete Information on in- 
dications, dosage, precautions and 
contraindications from your Lederle 
representative, or write to Medical 
Advisory Department. 
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The Medical Bookman 


> HEART SOUNDS AND MURMURS 
A Clinical and Phonocardiographic 
Study 


By P. A. Ongley, M.D., Consultant in Pediatrics, 
Mayo Clinic, Rochester, Minnesota, Howard B. 
Sprague, M.D., Board of Consultation, Massa- 
chusetts General Hospital, Boston, M. B. Rappa- 
port, E.E., late Head of Department of Electro- 
physiologic Research, Sanborn Company, Wal- 
tham, Massachusetts, and A. S. Nadas, M.D., Car- 
diologist, Children’s Hospital, Boston. 360 pages 
with 211 illustrations. 1960, Grune & Stratton, 
Inc., New York and London. $9.75. 


The result of the collaboration of four distin- 
guished authorities in the field of phonocardi- 
ography, this monograph is divided into four sec- 
tions and includes a brief history of auscultation 
and the stethoscope. The clinical application is 
well done. The material is well chosen, well or- 
ganized and excellently presented. The format is 
good and the illustrations are satisfactory. Those 
interested in the phenomena of heart sounds and 
murmurs will find that this book is well worth 
reading. 


> FRENCH’S INDEX OF 
DIFFERENTIAL DIAGNOSIS 


Edited by Arthur H. Douthwaite, M.D., Senior 
Physician, Guy’s Hospital, London, England. Ed. 
8. 1,111 pages with 774 illustrations. 1960, The 
Williams & Wilkins Company, Baltimore. $24.00. 


The rapid advances and changes in medical 
knowledge that have characterized the nearly half 
century since the original publication of this 
book accentuate the difficulties attending any 
attempt even to index current medical thought. 
Revisions of books of this type are seldom com- 
plete, and much that is antiquated remains to 
add volume and presumably expense to an al- 
ready unwieldy tome. The perpetuation of ata- 
vistic ideas having little clinical or scientific 
foundation is unlikely to improve medical prac- 
tice. To some degree, many sections of this book 
may be criticized on this basis. Even more de- 
plorable are certain unacceptable statements. It 
is not generally accepted, for example, that car- 
cinoid heart disease arises from secondary de- 
posits in the pulmonary and tricuspid valves (p. 
293) or that hepatic disease is seldom evident 
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during life in patients with hepatolenticular de- 
generation (p. 319). 

Excellent photographs illustrate many of the 
brief summaries of disease states. This book may 
be of value to the busy practitioner confronted 
with a puzzling symptom complex. It also may 
be of some use to any physician as a reference. 
The intent of the book, however, obviously is not 
to present detailed accounts of disease entities. 

W. T. F. 


> LEHRBUCH DER INNEREN MEDIZIN 


Edited by Helmut Dennig, M.D., Stuttgart, with 12 con- 
tributors. Ed. 5. Vols. 1 and 2. 1,897 pages, illustrated. 
1961, Georg Thieme Verlag, Stuttgart, Germany. Dis- 
tributed in the United States and Canada by Intercon- 
tinental Medical Book Corporation, New York. $12.85 
each volume. 


The necessity of a fifth edition a few years 
after its first publication and its translation into 
Italian, Spanish and Polish speak for the wide 
and favorable acceptance of this textbook. Writ- 
ten by German authors, it covers the entire field 
of internal medicine and includes a general dis- 
cussion on diagnosis and treatment of diseases 
in this field. 

Each chapter presents the clinical picture of 
a disease, with brief descriptions of appropriate 
laboratory procedures and comments on patho- 
physiology and medical history. Following the 
modern trend, the discussion on congenital heart 
diseases is presented in rather great detail. On 
the other hand, problems related to fluid and 
electrolyte balance should have received more 
attention. 

Both volumes are heavily illustrated; much of 
the illustration is done in color and most of it is 
very instructive and of excellent quality. The 
chapter on neurology deserves particular men- 
tion in this respect. 

The physician with an adequate knowledge of 
German, especially if he is interested in thought 
and comment not commonly employed in the 
American literature, may find this book stimu- 
lating reading in many ways. However, the stu- 
dent who is looking for a framework of precise 
information may at times find himself confronted 
with the difficult task of separating well-docu- 
mented facts from impressions, the imperative 
from the less significant. From this viewpoint, 
the reviewers feel the book could be improved. 

J. 0. C. E. and G. B. S. 
(Continued on page A-148) 
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)-year study with 
COUMADIN demonstrates: 
long-term anticoasulation 
in office management 
of outpatients is 
practical and effective 





A 5-year study! of long-term anticoagulation with COUMADIN (warfarin sodium) in 
| office practice patients has demonstrated that such treatment reduces the prob- 
ability of further infarctions in the postinfarct patient and is effective in preventing 
a first infarction in patients with angina. 


An earlier report? noted that long-term anticoagulant therapy with warfarin sodium 
| can be carried out, along with the necessary prothrombin time determinations, as 
| part of general office practice. 


| “The most significant advantage is the great ease in maintaining patients in a 

| therapeutic range. It has been rewarding to find, month after month, patients 

| varying no more than three or four seconds in their prothrombin times on their 
established dosage of Warfarin sodium [COUMADIN ].”? 
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© the original and only warfarin r 
f\ } ing this drug as closely appr 
coagulant*4 and as “‘the best 2 
FOR ORAL, INTRAVENOUS OR INTRAMUSCULAR USE today.” Over 179,000,000 doses a¢ 


the proven anticoagulant for long-term ma 


Full range of oral and parenteral dosage forms—Coumanin* Average Dose: initial, 40-60 mg. For 
(warfarin sodium) is available as: Scored tablets —2 mg., 
lavender; 5 mg., peach; 744 mg., yellow; 10 mg., white; 8 Mor 3.3: M. Tima, May, i ate 
25 mg., red. Single Injection Units —one vial, 50 mg., and 190. 8 Beer, Sa 

one 2 ce. ampul Water for Injection; one vial, 75 mg., and PetagaaSita Guns ale, Suse" 

one 3 cc. ampul Water for injection. 
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The Medical Bookman 


> THE MANAGEMENT OF 
PEDIATRIC PRACTICE 


By Hugh C. Thompson, M.D. and Joseph B. 
Seagle, M.D., Department of Pediatrics, Tucson 
Clinic, Tucson, Arizona. 172 pages, illustrated. 
1961, Charles C Thomas, Springfield, Illinois. 
$7.50. 


The authors of this book have set down the 
fruits of their experience in a combined pediatric 
practice covering 35 years in three different sec- 
tions of the United States. Their premise is that 
a successful pediatric practice should provide an 
adequate number of satisfied, loyal and interest- 
ing patients so that working hours are challenging 
and full and both income and leisure time prove 
satisfactory. 

Residency training teaches high-quality pedi- 
atric care, but it fails to furnish the essentials 
of practice management. The authors have ably 
corrected this deficiency in their readable book. 
The text is divided into two parts. The first, 
entitled “The patient comes first,” discusses the 
pediatrician’s relation to various members of the 
patient’s family, the art and technics of practice, 
the office layout, waiting, and financial matters. 


¢ Medical \fuse 


PREDICTION 





Doctors admit they cannot predict with accuracy the 
age when an infant will start sleeping through the 
night.—News item. 


This will come as quite a shock 
To those who count on Dr. Spock, 
Will undermine the faith, as well, 
Of those who swear by Doc Gesell. 


Yes, even men with lofty domes 

Who write authoritative tomes 

Can’t tell the parent (haggard, glum) 
Just when the happy change will come. 


But come it will, though not on charts, 
When red are eyes and leaden hearts, 
And once despairing Dad and Mother 
Will start to think, “Let’s have another.” 
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The second section, “For the doctor,” deals with 
utilization of employees, the telephone problem. 
professional expenses, relations with professional 
personnel, molding the practice to fit the indi- 
vidual doctor’s needs, paper work, and life out- 
side the office. 

In answer to recent articles critical of pedi- 
atric practice, the authors state that pediatrics 
offers a challenging and rewarding career which 
requires understanding of and compassion for 
people and their problems. Much is routine, but 
an interest in the personalities involved and a 
sense of humor help to prevent monotony. The 
strong tendency of children to recover is a great 
aid in serious illnesses, and most pediatric pa- 
tients mature to the full flower of adult life, 
which is gratifying to the pediatrician. Although 
pediatrics is not the most lucrative specialty nor 
the one with the shortest hours, the physician 
who practices it well will be richly rewarded by 
respect and affection from the families for whom 
he cares. 

Ss. D. M. 


Books received are acknowledged, and, as space 
permits, those of principal interest to our readers 
are reviewed more extensively. Listings of books 
received are on page 627. 


RICHARD ARMOUR 


NOTE TO PSYCHIATRISTS 


Dr. Bernard I. Kahn, chief of psychiatry at the Kaiser 
Foundation in San Francisco, believes dancing is a defi- 
nite aid in mental health.—News item. 


Here is a thought that’s quite entrancing: 
Just send your nervous patients dancing. 
Prescribe, instead of tranquilizers, 

For those who tensely grind incisors, 

A course, mayhap, with Arthur Murray, 
And tell them they had better hurry. 


Yes, pluck them from that darkened hall room 
And recommend a nearby ballroom 

Where lights are low and music jolly 

And partners beautiful. By golly, 

Let nervous cutups cut a rug 

And those with jitters, jitterbug! 
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Crawford Williamson Long, M.D. 


This is one of a series of biographical sketches of outstanding physi- 
cians of the past from each of the 50 states. Selection of subjects has 
been made by the medical society of each state or its designated 


committee. 


Crawrorp Williamson Long was born in 
Danielsville, Georgia, on November 1, 1815. 
At age 14 he entered Franklin College, now 
the University of Georgia, and at age 19 grad- 
uated with the degree of Master of Arts. He 
taught for one year in the Danielsville Acad- 
emy, and then began the study of medicine 
under Dr. Grant of Jefferson, Georgia. After 
one year of this type of study he took a medi- 
cal course at Transylvania College in Ken- 
tucky. Then in 1837 he entered the medical 
school of the University of Pennsylvania, and 
received his M.D. degree in 1839. Thereafter 
he was an intern in New York City, where he 
spent 18 months “walking the hospitals,” 
working with such great teachers as Valentine 
Mott and Willard Parker. At 26 years of age, 
he returned to Georgia and bought the office 
of his old preceptor, Dr. Grant. 
Well-confirmed rumor says that the young 
people of Jefferson occasionally had parties 
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at which they inhaled laughing gas just for 
the fun of it. Dr. Long had participated in 
“ether parties” in Philadelphia, and he sent 
away to get some ether for similar parties in 
Georgia. He observed that some of the young 
men, while under the influence of ether, fell 
and incurred bruises without experiencing 
any pain. 

In 1842 Dr. Long operated on a man named 
James Venable and removed two cysts from 
his neck, giving him some ether to inhale so 
that the operation was painless. Not until 1847 
did William Thomas Green Morton of Massa- 
chusetts publish his results of work done with 
ether anesthesia in 1846. Dr. Long failed to 
publish his work, and it remained for later 
historians to give him credit as one of the 
first to use ether anesthesia. 

Dr. Long died June 16, 1878. On Septem- 
ber 15, 1957, the Long Memorial Museum was 
dedicated at Jefferson, Georgia. 
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ges 
Personal Diary 


and Observations on 
Medical Life 
by MORRIS FISHBEIN, M.D. 


Apr. 1—Late came Dr. Tarik Kapi- 
cioglu of Istanbul and Nurse Oskay, 
whom we met on our first visit to 
Turkey. She is now working in Augus- 
tana Hospital and he is here on a 
fellowship dealing with isotopes. 


Apr. 2—To luncheon with Justin 
and Ann and all the little ones, who 
had a most successful morning pur- 
suing hen fruit about the home. In the 
afternoon to visit Marjorie and Lester 
and all their little ones, and then late 
in the afternoon with Peter Friedell 
driving homeward well content. 


Apr. 3—At noon to luncheon with 
Lou Zahn, Harry Becker and Judge 
Braude and Mrs. Margolis of New 
York to consider promotional efforts 
for the Weizmann Institute. 


Apr. 4—To the Chicago Heart As- 
sociation, and in the evening came 
Justin and Ann to dine with their 
brood, who have spent the week end 
with us. 


Apr. 5—Early to the office of Dr. 
Samuel Meyer, and he found but slight 
change in my optic ability. At noon to 
the Covenant Club with Kauffman, 
Dachman, Drapman, Holland and 
others, and designing the program for 
the next “Salute to Medical Research.” 
In the afternoon came Prout and 
Bruce from Mead Johnson in Evans- 
ville to display a new program of an- 
nouncements to encourage good will 
for the medical profession, and thought 
them excellent indeed. 


Apr. 6—By jet to Miami, and to 
the Diplomat Hotel for meetings of 
the National Foundation. This after- 
noon came Messrs. Mann and Neder- 
lander from Detroit and also Tracy 
Hare; so discussed with them a new 
medical project. 
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Apr. 7—Early awake and to play 
at golf with Mistress Pepys. In the 
afternoon to a meeting with some 20 
physicians of Miami, including Litt, 
Shepperd, Russin, whom I knew well 
in Cincinnati, and many more, and 
there was much conversation about 
new approaches for organized medical 
service. 


Apr. 8—This morning meeting Top- 
ping, Basil O’Connor, Bob Buerki and 
many others of the National Founda- 
tion. In the afternoon once more on 
the golf links, and in the evening 
dining with friends in the beautiful 
Ambassadors’ Room of the Diplomat 
Hotel. 


Apr. 9—Again conferences on vari- 
ous affairs and again golf and a blaz- 
ing sun, and found that by this time 
the heat had produced various degrees 
of burning which were not the most 
comfortable and for which people with 
intelligence plan prevention rather 
than treatment. 


Apr. 10—To the meeting of the 
Committee on Viruses and heard fas- 
cinating discussions of new research, 
in which the principal participants 
were Topping, Turner and Tatum. In 
the evening to the country club for 
a fine reception and dinner for all the 
members of the various commissions 
and of the staff. Here old Pepys and 
his lady sat with the Dwight Ingles 
and the Boyds for abstruse conversa- 
tion and excellent anecdotes. 


Apr. 11—A great group assembled 
to hear of advances in knowledge of 
birth defects and in the study of rheu- 
matoid arthritis, and the necessity for 
breaking new ground is just as ap- 
parent now with these subjects as 
with the viruses 50 years ago. 


Apr. 12—This morning the con- 
gress considers problems related to 
education and training and the mar- 
velous results achieved by the fellow- 
ships granted in many projects over 
the last 25 years. Particularly new are 
the great numbers of sociologic studies. 
Lester Evans tells that there is now a 
special society of sociologists who are 
concerned with problems of medical 
care and administration. 

In the evening came my sister Jen- 
nie Rauh and my niece Brenda, and 
all dining and then to visit Jean King 
and Harry with their new establish- 
ment for leather goods and other 
novelties, and Mistress Pepys enjoyed 





“ 


what is commonly called a 
field day.” 


shopping 


Apr. 13—Now come the problems 
relating to the care of those with whom 
the Foundation is concerned, with 
Walter Bauer presiding and William 
Clark pitching, and here were most 
interesting discussions of changes in 
the care of the sick. So at lunch with 
Norm and Helen Topping, and then by 
jet back to Chicago. 


Apr. 14—To appear on Don Mce- 
Neill’s program and for some 25 min- 
utes answering questions. In the eve- 
ning to attend the great ball honoring 
35 years of service of Dr. M. Edward 
Davis to the Chicago Lying-in Hospi- 
tal, and renewed again my friendship 
with Lawrence Kimpton, Kirkpatrick, 
Coggeshall, LeRoy, Bennett, and many 
of the greats from the University. 


Apr. 15—Early came a call that 
Grandma Mantel, now nearing 93, has 
fractured a hip. And so the rest of the 
day in the hospital, where the fracture 
was suitably nailed by Dr. Barnett 
and the response to her care imme- 
diate and good. 


Apr. 16—All this day the city lies 
beneath the snow and old Pepys spends 
most of the day at the hospital, and 
in the evening dined with the family. 


Apr. 17—Much of the time spent 
observing the gradual recovery of 
Grandma Mantel. 


Apr. 18—At noon came Drs. Lowell 
Coggeshall and Albert Dorfman to 
consider the future of research at La 
Rabida, for rheumatic fever continues 
to decline in both incidence and mor- 
bidity. In the evening to speak for the 
South Shore Branch of the National 
Council of Jewish Women at the 
Y.M.C.A., and found some 50 ladies 
who were happy to be engaged in 
good work. 


Apr. 19—FEarly to the office of Al- 
bert Pick and there with DeMets, 
Frieder and Snook to work out the 
nominations for the annual meeting 
of La Rabida. At noon to the Chicago 
Heart Association, sitting with Victor 
Cullen, chairman of the board, Louis 
deBoer, our executive, and the staff 
members who work out plans for our 
annual meeting. Late in the afternoon 
to Lincoln, Nebraska, where to the 
airport came Dr. Fuenning, and with 

(Continued on page A-162) 





inside as well as outside the hospital. 
staphylococci usually remain sensitive to | 
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(chloramphenicol, Parke-!) TO 








That the sensitivity patterns of “street” staphylococci differ widely from hosed 

“hospital” staphylococci is a well-established clinical fact.'-> Although strains 

staphylococci encountered in general practice have remained relatively sensitive 

a number of antibiotics,® the problem of antibiotic-resistant staphylococci appea 

to be a threat to all patients in hospitals today. It is encouraging to note, howeve Hi 
.that a relatively small percentage of strains develop resistance to chloran 





phenicol, despite the consumption of large amounts of this antibiotic.” 


In one hospital, for example, CHLOROMYCETIN “...was the only widely us 4 
antibiotic to which few of the strains were resistant.’’* In another hospital, despi 
steadily increasing use of CHLOROMYCETIN since 1956, ‘‘...the percentages 
chloramphenicol-resistant strains has actually been lower in subsequent years a 
kilsewhere, insofar as hospital staphylococci are concerned, it appears that “...f 
problem of antibiotic resistance can be regarded as minimal for chloramphenicok 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forn includ 
Kapseals® of 250 mg., in bottles of 16 and 100. 





hes 
See package insert for details of administration and dosage. large 
Warning: Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, thromb« _ 
granulocytopenia) are known to occur after the administrati of chloramphenicol. Blood dyscra - 
occurred after short-term and with prolonged therapy with this drug. Bearing in mind the po en 
ich reactions may occur, chloramphenicol should be used only for serious infections caused by organig#rch, 
which are susceptible to its antibacterial effects. Chloramphenicol should not be used when other MMB, P; 
potentially dangerous agents will be effective, or in the treatment of trivial infectior uch as colds, ® 958, 
‘ . Viral infections of the throat, or as a prophylactic agent h 
Precautions: It is essential that adequate blood studies be made during treatment with the drug Wi penn 


blood studies may detect early peripheralblood changes such as leukopenia or granulocytopenia, bel 
they become irreversible, such studies cannot be relied upon to detect bone marrow depression pri 
development of aplastic anemia. 











IN VITRO SENSITIVITY OF 250 STRAINS OF STAPHYLOCOCCI 
7 CHLOROMYCETIN AND TO FOUR OTHER ANTIBIOTICS* 


Antibiotic B 55% 





Antibiotic C 45% 


Antibiotic D 21% 


Ay 
hese Strains of coagulase po itive taphylococci were isolated from ho spitalized patie: ts a 
large county hospital during the year 1959. Sensitivity tests were done by the disc method 
erg Adapted from Baue , Perry, & Kirby 
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BA rch. Int Ved. 105:413, 1960. (3) Coher Ss Circulation 20:96, 1959. (4) Edwards, T. S.: Am. J. O 
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998, p. 148. (6) Petersdorf, R. G.; Rose, M. C.; Minchew, H. B.; Keene, W. R., & Bennett, I. L., . 
Firch. Int. Med 105:398, 1960. (7) Editorial: J.A.M.A. 173:544, 1960. (8) Finland, M.: Jones, W 
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him to the Cornhusker Hotel, being 
greeted again by my host of some 
years past. 


Apr. 20—Early to the radio sta- 
tion in Lincoln, and then to speak to 
the university high school teen-agers 
about problems of marriage and simi- 
lar relationships. Next to talk on mod- 
ern marriage and family living to 
members of the faculty. At noon to 
luncheon with the deans of seven of 
the colleges and thereafter addressed 
the students in the graduate school. 
Next to visit the university museums, 
which are miniatures of the Museums 
of Natural History and of Science and 
Industry in Chicago. To dine with the 
“DAMES,” who are the young mar- 
rieds of the university, and to speak 
in a public forum on modern problems 
of marriage counseling. After that to 
talk for an hour with Dr. Fuenning, 
chief of health services at the Univer- 
sity of Nebraska, before the Burling- 
ton left for Chicago. 


Apr. 21—Early came Miss Karl- 
steen and Mrs. Woods of Polk Bros. 
to discuss making a tape recording 
under the title “Keep Your Husband 
Alive.” In the afternoon to greet Al- 
bert Pick for the dedication of the 
Pick-Congress Hotel’s new Great Hall, 
which is a beautiful auditorium, and 
found there also Maurice Goldblatt, 
Judge Burke and other members of 
the board of the Cancer Foundation, 
and we held a quick board meeting. 
In the evening reading the new work 
of John Dos Passos called “Midcen- 
tury,” in which he weaves into a novel 
the high lights of the 1950s in Ameri- 
ca, with interesting brief biographies 
of the great labor leaders. 


Apr. 22—Finally getting the sur- 
face of the desk visible; in the eve- 
ning playing at “Scrabble” and at the 
same time observing television. Read 
Mykle’s “Lasso Round the Moon,” 


which is Norwegian realism. 


Apr. 24—With Mrs. Margolis dis- 
cussing promotion of the Weizmann 
Institute, and then with Floyd Landis 
to plan a great banquet to dedicate 
the University of Chicago’s Diagnostic 
Center. In the evening with Dr. Niels 
Dungal of Reykjavik, Iceland, Paul 
Szanto, pathologist at the Cook County 
Hospital, and the Friedells to dine at 
the new Cafe Bonaparte of the Black- 
stone, and heard Hildegarde chirping 
away as she has done for these many 
years. Thereafter all to visit her in 


Dr. Pepys’ Pages 


PROOF-POSITIVE 


The psychiatrist, exhausted by his 
difficult patient, asked, “Are there any 
other instances of mental disturbance 
in your family?” 

“There must be,” said the patient, 
“they keep sending me letters asking 


for money.” 
~ x x 


JUST A CASE 


They told him he was cured and 
could pack and leave the sanatorium. 

“What do you plan to do?” asked 
the administrator. 

“T haven’t made up my mind,” was 
the answer. “I may resume practice. 
Then again I thought of journalism. 
However, most probably I'll be a 


coffeepot.” 
* * * 


He Grew Up 


“When I was seven years old,” 
said the juvenile delinquent, “I 
asked my parents where I came 
from. When I was 15 I told them 
where to go.” 

* 


her apartment, where she had much 
to say about her newest venture into 
vitamins and amino acids. But this is 
not the cause of her youthfulness; it 
is her inner spirit, which is the spirit 
of youth. 


Apr. 25—At noon to meet with the 
committee for the City of Hope and 
worked out further plans for the 
“Salute to Medical Research.” There- 
after to station WAIT for an inter- 
view by Phil Lind on the book “Heart 
Care.” Next to the stage of our great 
Civic Opera, where in the setting of 
the second act of “Carmen” was held 
the annual meeting, with a complete 
Spanish dinner which an audience of 
some 400 enjoyed. 

The new directors were elected, ana, 
in the midst of all this, the presiding 
of Nicholas Galitzine was as charming 
as Victor Borge at his best. The French 
consul not only praised the culture of 
Chicago, but also told the latest word 
on the success of De Gaulle over the 
revolting generals. 


Apr. 26—At noon to the University 
Club, where the Hyde Park Bank gave 
a reception for our new chancellor 
Beadle. Louis Mann made the intro- 
ductions, and old Pepys sat with Ar- 
thur Rubloff, Schoenstadt and Cogge- 


shall, and we discussed many matters 
of civic and scientific importance. 


Apr. 27—In Detroit attending 
morning sessions of the American Col- 
lege Health Association, dealing with 
problems of physical examination. 
At 11 a.m. came Dan Price to make 
six tape recordings on the subjects of 
medical care for the aged, the attack 
on quackery, the importance of coun- 
seling, and similar subjects. At noon 
with Jack Mann and his son and 
Nederlander to Mario’s and found the 
food superb. Thereafter to speak for 
an hour on counseling in the great 
McGregor Hall of Wayne State Uni- 
versity, and then came a panel of 
psychiatrists to discuss further the 
questions of counseling. Then by jet 
to Chicago in 31 minutes. 


Apr. 28—To lunch with Floyd 
Landis and Maurice Goldblatt to work 
out final plans for the University of 
Chicago dinner on June 1, which 
should be a great occasion. Reading 
now the life of Toulouse-Lautrec and 
at the same time a novel of ancient 
Israel called “Rizpah,” by Charles E. 
Israel, and find both works fascinating 
as one passes easily from one to the 
other. At night to the home of Carol 
Gibbs and there met Rand of New 
York, and had an inviting dinner. 


Apr. 29—In the morning came the 
Drs. DeYoung to inquire about medi- 
cal writing and its technics. In the 
afternoon observing the Cubs in base- 
ball with the Dodgers, and reading 
also a treatise on venereal disease writ- 
ten by N. D. Falck in 1774, and some 
of his observations were so erudite as 
to be amusing. In the evening to dine 
came brother Albert, and thereafter 
old Pepys surrendered in mathematics, 
although the occasion was hardly long 
enough to demonstrate skill. 


Apr. 30—Until early afternoon at 
the desk reading many works just off 
the press and then to hear the famous 
Netherlands orchestra, and the audi- 
ence came forth with a tremendous 
ovation. Next, to a reception given by 
Consul General Hooft Graafland and 
his lady, and met here many of our 
friends among the consulates and the ~ 
leading Dutch citizens of Chicago. 
Thereafter to the restaurant of my 
friend Henry Moy, now called Hoe 
Kow, and partook of the finest Chi- 
nese food, and greeted again Mrs. Moy 
and many others who find this cuisine 
delightful. 
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IN BRONCHIAL ASTHMA...“MARKED INCREASE IN VITAL CAPACITY... 


objective evidence of reli 


Dexamethasone produced moderate to excellent improvement in 85 per cent of] 
patients with bronchial asthma and pulmonary emphysema. Objective e 
of antiasthmatic effects: ‘‘“Marked Increase in Vital Capacity and Maximum B 
Capacity’’*..."Increased Efficiency in The Air Flow Dynamics of Maximal Cough, 


Supplied: as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also 
as Injection DECADRON Phosphate and new Elixir DECADRON. Additional information on DEC: 
is available to physicians on request. DECADRON is a trademark of Merck & Co,, 


*Bickerman, H. A., et al.: Physiologic and steroid therapy in respiratory 
Scientific Exhibit, A.M. A. Convention, Atlantic City, N. J., June 8-12, 
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relief... 
of smooth-muscle spasm 


ie BRE CD ES AL 


CBRAND PROPANTHELINE BROMIDE WITH PHENOBARBITAL) 












rational 
ANTISPASMODIC 


. 
formulation PRO-BANTHINE® (7.5 MG.) AND PHENOBARBITAL (15 MG.) 


PROBITAL combines two standard agents to assure easier management of patients with 
smooth-muscle spasm. 


Acting together, Pro-Banthine and phenobarbital block excessive autonomic stimulation 
and screen disturbing external stimuli that often instigate and aggravate smooth-muscle spasm. 


PROBITAL provides rational, convenient therapy in 
the less severe manifestations of spasm of small and large 
intestines, the pylorus, and the sphincter of Oddi, as well 
as in gastritis, biliary dyskinesia and diverticulitis. G6. D. SEARLE «@.co. 


CHICAGO BO, ILLINOIS 


PROBITAL is supplied as compression-coated tablets. Research in the Service of Medicine 
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each tablet contains: 


considerably 200 mg. (3 grains) 


Phenacetin 150 mg. (2% grains) 
i Caffeine 30 mg. (% grain) 
more effective Demerol hydrochloride 30 mg. (% grain) 
H adult dose: 1 or 2 tablets repeated in three or 
than A.P. C. with four hours as needed. 


codeine supplied: Bottles of 100 and 1000 tablets, scored. 


Narcotic Blank Required. 


or Codeine Substitutes (| }ucthorop LABORATORIES 


Demerol (brand of meperidine), trademark reg. U. S. Pat. Off. 
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The answer, of course, is “not for 
long.” For example, following 
diagnosis of diabetes, a 44-year- 
old plumber (5’8” and weighing 
147 lb.) had been put on a 1200- 
calorie diet to control glycosuria. 
When referred six months later, 
he had not been spilling sugar, 
but had lost 25 pounds and de- 
veloped progressive fatigability. 
Orinase, 0.5 Gm./day, was pre- 
scribed andhis diet was increased 
to 2800 calories to meet metabolic 
demands (125 Gm. protein; 300 
Gm. carbohydrate; 125 Gm. fat). 


Follow-up visits showed this 
progress: 


3 mo. Urineand blood sugaro.k. ; 
weight gain: 28 lb. Can 
work normally, feels gen- 
erally well. 

6 mo. Weight constant, control 
constant, no complaints. 

12 mo. Same. 
18 mo. Same. 
24 mo. Same. 


Diet-controlled diabetics who 
are underweight, tire easily, or 
have increased nutritional needs 
may merely be “getting by” on 
dietotherapy alone. These pa- 
tients —and others who experi- 
ence transient weakness or 
listlessness—can often be returned 
to near-normal activity by giving 
Orinase together with a more 
adequate diet. Orinase control of 
diabetes is notably smooth and 
stable; patients report a greater 
sense of well-being, an improved 
mood and outlook. 


Case data courtesy Henry Dolger, M.D. 
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An exclusive methyl 
“governor” prevents 
hypoglycemia. f 
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IN CONSTIPATION 
your Rx for 


Senoko 


TABLETS / GRANULES 


means 
A GRATEFUL PATIENT 

















Gratitude to Their Physician For Prescribing ‘Senokot’ Preparations 
is a typical subjective reaction of many patients, as attested by personal communi- 
cations from numerous physicians **: “We have found Senokot granules to be clin- 
ically effective. It appears...that we have very grateful patients.” “A very pleasant 
and efficient bowel evacuant, extremely well liked by my patients.” 


Your patients with constipation 
will be grateful for ‘Senokot’ because it is 


* uniformly and reliably effective - virtually free of side effects 
* acts exclusively upon the colon via the + does not produce any contact irritation 
myenteric plexus, without increasing of intestinal mucosa or unreliable bulk 


ility of stomach and small intesti : ee 
nerny e Caenee . aetna + offers wide dosage flexibility for 


assures natural, effortless bowel evacuation individual adjustment 


DOSAGE: Delicious, cocoa-flavored granules—Adults—1 to 2 teaspoonfuls nightly. Children over 
60 lb.—1/2 to 1 teaspoonful nightly. SUPPLY: 16, 8 and 4 ounce canisters. Small, easy-to-swallow 
tablets—Adults—2 to 4 tablets nightly. Children over 60 lb.—1 to 2 tablets nightly. suPpPLy: Bottles 
of 100 and 30 tablets. 


*Standardized Concentrate of Total Active Principles of Cassia Acutifolia (Senna) Pods, Purdue Frederick 


**Personal Communications on file at the Medical Department, Purdue Frederick Company. 
f)P URDUE FREDERICK Newyork 14,Nn.y. / TORONTO 1, ONTARIO 


QCOPYRIGHT 1961, THE PURDUE FREDERICK COMPANY 
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Auto-immune Disease: Some 
General Principles 
FRANK MACFARLANE BURNET, O.M.. 
F.R.S., University of Melbourne, 
Melbourne, Australia 


SYMPOSIA 


Effect of Drugs on the 
Gastrointestinal Tract 


ROBERT M. ZOLLINGER, M.D., WILLIAM 
D. DAVIS, JR., M.D. AND ANTHONY 
R. CURRERI, M.D. 


Peripheral Arterial Diseases 


BERNARD FISHER, M.D., MICHAEL E. 
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MOSES, M.D. 


Diabetes Today: Medical and Surgical 
THADDEUS S. DANOWSKI, M.D... STEFAN 
S. FAJANS, M.D. AND LELAND S. 

MC KITTRICK, M.D. 


NUTRITION IN CLINICAL MEDICINE 


Epidemiologic Approach to 
Coronary Artery Disease 
MARTHA F. TRULSON, D.SC. AND 
FREDRICK J. STARE, M.D., Harvard 
University School of Public 
Health, Boston 


RADIOLOGY FOR 
PRACTICING PHYSICIANS 


X-ray Evidence of Cardiac 
Enlargement 


PAUL C. HODGES, M.D., University 
of Chicago, Chicago 














PM ONMOUNIS 


9 WAYS EFFECTIVE IN ASTHMA 


WITH FEW, IF ANY, SIDE EFFECTS 





{ clears the bronchial tree of thick mucus 
\{ dilates bronchioles; relieves bronchospasm 
\[| reduces respiratory distress 
{{{| allays anxiety 
HH controls associated allergic symptems 


82% of patients treated with BRONKOTABS experienced relief 
in a new study which also reported, “The combination of drugs 
used (BRONKOTABS) in this study gave greater relief...than the 
conventionally used tablets which did not contain an antihista- 
mine and an expectorant.’“) 


In another recent study of 64 asthmatic patients 94% evidenced 
symptomatic relief with BRONKOTABS, ‘2 





BRONKOTABS 


GUENIS ano WILAITES 


THE BRONCHIAL TREE 


Dosage: Marked and consistent relief of symptoms is achieved with 
a dose of one tablet every three or four hours, not to exceed five 
times a day. Children over six, one-half the adult dose. Children under 
six: BRONKOTAB ELIXIR as directed by physician. 

Supplied: !n bottles of 100 white, scored tablets. Each tablet contains: 
glyceryl guaiacolate 100 mg.; ephedrine sulfate 24 mg.; theophylline 
100 mg.; phenobarbital 8 mg.; thenyldiamine HCI 10 mg. 
References: 1. Spielman, A. D.: Ann. Allergy 18:281, 1960. 2. Waldbott, 
G. L.: in press. 3. Schwartz, E. et al: Am. Pract. & Digest Treat. 7:585, 
1956. 4. Ogden, H. D. and Fuchs, M.: J. Louisiana M. Soc. 111:175, 
1959. 5. Perry, W. F and Boyd, E. M.: J. Pharmacol. & Exper. Therap. 
73:75, 1941. 6. Hayes, E. W. and Jacobs, L. S.: Dis. Chest 30:441, 1956. 


Rx PRODUCTS DIVISION 
Breon Laboratories Inc. » New York 18, N. Y. 








relieves rigidity 

and reduces muscle spasm 
in the 

parkinson patient 


I ersten ‘siecrteeuinieiiiil 
ENOXENE 


Wal sae Sah dal-ielem otelaalelelelale, 


“‘Chlorphenoxamine (Phenoxene) exerts a gentle yet potent action . . . a muscle 
relaxant action also ar energizing and stimulating action, without induction of 
excitement or agitation. Patients are able to move faster and more freely and with 
greater strength and longer endurance. It helps to loosen rigid muscles, and it 
successfully counteracts akinesia, tiredness, and weakness.’’* 


*Doshay, L. J., and Constable, K.: Treatment of Paralysis Agitans with Chlorphenoxamine Hydrochloride, J.A.M.A. 
170:37 (May 2) 1959. 


A REPRINT OF THE COMPLETE ARTICLE AND CLINICAL TRIAL SUPPLIES ARE AVAILABLE ON REQUEST. 
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AVAILABLE IN 2 POTENCIES: 


MILPATH-400—Yellow, scored tablets 
of 400. mg. Miltown (meprobamate) 
and 25 mg. cridthoneshy! chloride. Bot- 
tle of 50. Dosage: 1 tablet t.i.d. at meal- 
time and 2 at bedtime, . = 


MILPATH-200—Yellow, coated tablets 
of 200 mg. Miltown (meprobamate) 
and 25 mg. tridihexethyl chloride. Bot- 
tle of 50. Dosage: 1 or 2 tablets t.i.d. at 
mealtime and 2 at bedtime. 
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continued clinical evidence 
...of safe and successful results 
In weleght-control studies with 
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Clinical evidence! of the effectiveness and safety 
of Metrecal for weight reduction continues 

to accumulate. Excellent patient cooperation noted!4 
has been attributed to the high satiety of Metrecal, 
its palatability, good tolerance, and simplicity in use. 
A series of case histories published in medical 
reports and brochure of a scientific exhibit 

are available on request. 


References: (1) Roberts, H. J.: Am. J. Clin. Nutrition 8 :817-832 
(Nov.-Dee.) 1960 | adapted in illustration]. (2) Tullis, I. F 

J. Mississippi M. A. 1:636-638 (Dec.) 1960. (3) Antos, R. J.: Southwestern 

Med. 40 :695-697 (Nov) 1959. (4) Tullis, I. F.; Allen, C. E., and 

Overman, *R. R.: Simple Effective Weight Reduction : 

A Clinical Study, Scientific Exhibit, 6th Internat. Cong 

Int. Med., Basel, Switzerland, Aug. 24-27, 1960. 
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GEVRESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 








one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally « metabolically mentally 


Each dry-filled capsule contains: Ethinyl (Bz), 5 mg. * Niacinamide, 15 mg. * Pyri- mental iron, 10 mg.), 30.4 mg. © Iodine 
Estradiol, 0.01 mg. * Methyl Testosterone, doxine HCl (Be), 0.56 mg. * Calcium Panto- (as KI), 0.1 mg. * Calcium (as CaHP O04), 
2.5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. thenate, 5 mg. * Choline Bitartrate, 25 mg. 35 mg. * Phosphorus (as CeHPOs,), 27 mg. 
¢ Vitamin A (Acetate), 5,000 U.S.P. Units °¢ Inositol, 25 mg. * Ascorbic Acid (C) as ¢ Fluorine (as CaF2), 0.1 mg. ¢ Copper (as 
¢ Vitamin D, 500 U.S.P. Units * Vitamin Calcium Ascorbate, 50 mg.*]l-Lysine Mono- CuO), 1 mg. *¢ Potassium (as KeSOx), 5 
Biz with AUTRINIC® Intrinsic Factor hydrochloride, 25 mg. * Vitamin E (Toco- mg. * Manganese (as MnOzo), 1 mg. * Zine 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- pheryl Acid Succinate), 10 Int. Units © (as ZnO), 0.5 mg. * Magnesium (MgO), 1 
amine Mononitrate (Bi), 5 mg. * Riboflavin Rutin, 12.5 mg. * Ferrous Fumarate (Ele- mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Loerie) 
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MM Just Ready — Krom Saunders 


New! Rubin — Thoracic Diseases 


A new guide to diagnosis and management 


‘The general practitioner or internist can turn 
to this book and find authoritative, specific in- 
formation on just about any problem he might 
have relating to the lungs, pleura, mediastinum 
and chest wall. This is the first book with fully 
developed integration of cardiopulmonary rela- 
tionships. You'll find hundreds of brilliantly clear 
x-ray films to aid you in radiologic diagnosis— 
explanations of specialized procedures such as 
cardiac catheterization—practical discussions of 
hyaline membrane disease, aspiration pneumonia, 


thromboembolism, pulmonary embolism, pulmon- 
ary infarction. Mycotic diseases of the lung and 
carcinoma of the lung are discussed with ex- 
treme clarity. Helpful material on thoracic dis- 
eases in the young and on perinatal respiratory 
diseases delineates valuable pediatric aspects. 


$y Ext H. Rusin, M.D., Professor of Clinical Medicine; and Morris 
Rus, M.D.; Associate Clinical Professor, Thoracic Surgery, Albert 


Einstein College of Medicine, Yeshiva University, N.Y.; in As- 
sociation with Grorce C. Lerner, M.D. and Doris J. W. Escuer, 
M.D. About 864 pages, 7” x 10”, with 400 illustrations, some in color, 
About $2).00. New—Just Ready! 


New Mayo Clinic Volume 
1960 Developments in Medicine 


The New Mayo. Clinic Volume is now ready to 
bring you the useful reports of all significant 
medical and surgical developments originating 
at this world famous center during the past year. 
The Clinic’s investigations covered: alimentary 
tract—head, trunk and extremities—genitouri- 
nary diseases—ductless glands—blood and circu- 
latory organs —- dermatology — thorax — brain, 
spinal cord and nerves—radiology—anesthesia, 
gas and intravenous therapy. You'll find new 








help on such problems as: Care of lacerations and 
Other Injuries of the Face—Geriatric Patients 
with Head and Neck Problems—Surgical Treat- 
ment of Rheumatoid Hand—Femoral Neuropathy 
Prognosis of the Medically Treated Small Ulcer 
—Surgery of the Common Bile Duct—Medical 
Management of Pancreatitis—Diagnosis and 
Treatment of Bone Tumors in Children—etc. 


By the Staff of the Mayo Clinic, Rochester, Minnesota; and the Mayo 
Foundation, University of Minnesota. About 832 pages, 6” x 9”, with 


about 277 illustrations. About $15.00. Just Ready! 


New (3rd) Edition! Sodeman — Pathologic Physiology 


Presents abnormal physiology in the light of recent clinical advances 


A lucid explanation of the WHY and HOW be- 
hind disease processes to help you gain greater 
insight into the rationale of effective diagnostic 
and treatment measures. In this New (3rd) Edi- 
tion, 25 authorities bring you the results of their 
most recent investigations into the mechanisms of 
disease. They show you how agents bring about 
disease—what causes a particular symptom— 
what changes take place in the body during dis- 





Text material has been thoroughly revised to 
bring you completely current information. Im- 
portant new developments have been incorpo- 
rated into the sections on: genetics—water and 
electrolyte balance—protective mechanisms of the 
lungs—pathology of the gallbladder and pan- 
creas—diseases of the nervous system. 

By 28 Collaborators. Edited by Witttam A. Sopeman, M.D., Sc.D., 


F.A.C.P., Dean and Professor of Medicine, Jefferson Medical College. 
About 1024 pages, 64%” x 9%”, with about 199 illustrations. About 


ease—how one disordered system affects another. $14.00. New (3rd) edition—Just Ready! 
in a ee ee a ee eae —— 

| W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 
Please send and charge my account: C) Easy Pay Plan ($5 per mo.) | 
nae? 1) Rubin—Thoracic Diseases About $20.00 | 
au 5 C] Mayo Clinic Volume About $15.00 | 
po? CL) Sedeman—Pathologic Physiology About $14.00 | 
Name : | 
| 
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GUIDE 


TOPICAL THERAPY of 


INDICATIONS 
- 7 





Senile Vaginitis 

(useful also in kraurosis vul- 
vae, urethral caruncles, labial 
adhesions in children) 


SIGNS & SYMPTOMS 
ee ae 


Rx 





Thin, excoriated mucosa; pro- 
fuse, irritating discharge, often 
serosanguineous (may be pu- 
rulent, blood-tinged); pain, 
itching, burning. 





Before and after vaginal surgery 
in postmenopausal patients 





“Premarin, Vaginal Cream 
0.625 mg. conjugated estro- 
gens, equine/Gm., in a non- 
liquefying base. 


(Also contains spermaceti, cetyl al- 
cohol, white wax, glyceryl mono- 
stearate, propylene glycol mono- 
stearate, methyl stearate, phenyl 
mercuric acetate, sodium lauryl sul- 
fate, glycerin, liquid petrolatum, 
and FD&C yellow No. 5.) 





| Vulvovaginitis 
(as an adjunct to anti-infective 
or other supportive measures) 


Pruritus, burning; inflamma- 
tory tissue reaction. 





“Premarin’, H-C Vaginal Cream 


0.625 mg. conjugated estro- 
gens, equine and 1.0 mg. hy- 
drocortisone (present as ace- 
tate)/Gm., in a nonliquefying 
base. 


(Also contains citric acid, sodium 
citrate, glycerin, spermaceti, cetyl 
alcohol, white wax, glyceryl mono- 
stearate, propylene glycol mono- 
stearate, methyl stearate, phenyl 
mercuric acetate, sodium lauryl sul- 
fate, liquid petrolatum and D&C 
orange No. 3.) 





Monilial Vaginitis 

(also as an adjunct in tricho- 
moniasis, alone or accom- 
panied by moniliasis) 
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Mild to severe pruritus is pre- 
dominant symptom; little or no 
leukorrhea. NOTE: Monilial 
vaginitis is frequently asso- 
ciated with diabetes mellitus. 


> form are avail 
rst Laboratories 


v York 16, N. Y 





“Vanay’. Vaginal Cream 
250 mg. Triacetin/Gm., in a 
nonliquefying base. 


(Also contains polyoxyethylene sor- 
bitan monostearate, glyceryl mono- 
stearate, silicon dioxide and titan- 
ium dioxide.) 
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THERAPEUTIC EFFECT 
7 





Provides tissue-building action 
of topical estrogen to help 
counteract senile tissue atro- 
phy. Prompt healing and en- 
hanced resistance to infection 
follow improvement in texture 
and vascularity of vaginal 
mucosa. 


° 


DOSAGE 
ee: 


Average dosage: 2 to 4 Gm. 
daily depending on severity of 
infection. NOTE: Use in atro- 
phic lesions of the vulva does 
not preclude necessity for care- 
ful diagnostic measures to 
eliminate possibility of neo- 
plasia. 


—E < 











Facilitates healing; helps re- 
store atrophied, friable vaginal 
tissue to healthier, more nor- 
mal state, 


Average dosage: 2 to 4 Gm. 
daily approx. 10 days before 
and 10 days after surgery. 





— 


AYERST LABORATORIES New York 16, N. Y. Montreal, Canada 


AGINAL DISORDERS 


AVAILABILITY 
eae 


Combination package: No. 874 
— Each contains 114 oz. tube 
with 15 disposable applicators. 


(Direction sheet for use also en- 
closed.) 











Anti-inflammatory and antipru- 
ritic effects of hydrocortisone 
provide prompt relief of initial 
distress; topical estrogen ex- 
erts specific action to elicit 
physiologic tissue response. 


T 


Average dosage: 2 to 4 Gm. 


daily. Continue for at least 7 to 
10 days after symptoms sub- | 
side. 


Combination package: No. 216 
—Each contains 1 oz. tube with 
15 disposable applicators. 


(Direction sheet for use also en- 
closed.) 








Provides prolonged, continu- 
ous antifungal effect without 
local irritation—through unique 
enzyme-controlled action. Re- 
stores physiologic pH favorable 
to normal vaginal flora. Non- 
staining, odorless. 





Average dosage: 2 to 4 Gm. 
intravaginally at bedtime. Dur- 
ing acute stage, apply twice 
daily (at bedtime and in the 
morning). Following response, 
continue bedtime application 
for a period of time to prevent 
recurrence. During pregnancy, 
recommended until 7th 
month. ** 








Combination package: No. 204 
— Each contains 114 oz. tube 
with 15 disposable applicators. 


(Direction sheet for use also en- 
closed.) 





**Note: Occasionally a burning sensation follows the first few applications of “‘Vanay’’ Vaginal Cream, usually disappearing 
within a short period of time. This sensation, presumably emanating from the eroded surfaces as a result of fungus destruc- 
tion, may be indicative of effective therapy. During ‘‘Vanay” therapy, it is suggested that patients wear cotton undergarments 
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or a protective sanitary pad since “Vanay” is harmful or destructive to synthetic fibers such as Rayon, Nylon, or Dacron. 
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trual tension Dendomethiand 
.. 17-alpha-ethinyl-19-nortestosterone acetate—the acetate ester of nore- 


Ul shysiologically .. .an effective progestational agent—in this respect, exceeding not only 
, xal ethisterone and parenterally administered progesterone but norethindrone as well. 
} | indeed, neither NORLUTATE nor its parent product Norlutin® (norethindrone, Parke-Davis) 
1I are exceeded in potency by any other oral Rrogesationer agents, as determined by 
clinical assay. 
clinically... makes oral progesterone replacement therapy more effective in lower dosage 
r oy providing a milligram for milligram potency approximately twice that of norethindrone.* 
Thus, NORLUTATE offers a superior means of promptly offsetting endogenous progesterone 
deficiency. May also be used as a test for pregnancy. % 
Therapy with NORLUTATE should be adapted to the specific indication and therapeutic 
N response of the individual patient. Suggested dosages are based on experience with both 
norethindrone and NORLUTATE and take account of the increased potency of the latter. 
See medical brochure for details of administration and dosage. 
IN PRECAUTIONS: The parent substance, norethindrone, has ol 1-16 Mea -1918) a 0-16 1) associated with mas- 
\\ culinization of the female fetus, voice changes, hirsutism, and acne; and the possibility of such 
effects with NORLUTATE should be considered. Mild side effects such as transient lethargy and 
‘ausea have been reported. Spotting before calculated onset may indicate insufficient dosage. ise: 


al PACKAGING: 5-mg. scored tablets, bottles of 30. *Junkmann, C.: Unpub- 
shed reports cited by Werner-Boschann, H.: Ann. New York Acad. Sc. 71:727-752, 1958. 
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HOW MER/29 DIFFERS FROM OTHER CHOLESTEROL-LOWERING MEASURES 
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site of MER/29 action 


cholesterol 





The primary, the on/y known action of MER/ 29 is to lower the total body pool of 
sterols (serum and tissue); no effect on any other system or organ reported to date. 


“Using each patient as his own control, the peak total sterol radioactivity after 
* injection of mevalonic acid-2-C'* was compared on and off MER/29. As much 
as a 50 per cent inhibition on MER/ 29 was observed in some patients.” 
—Steinberg, D.; Avigan, J., and Feigelson, E. B.: Circulation 22:663 (Oct.) 1960. 





3 “Studies of lipid metabolism have stressed the importance of cholesterol bio- 
* synthesis, as opposed to cholesterol intake, in determining cholesterol balance.” 

. —National Heart Institute: Diet, Hormones, and Atherosclerosis..., Bethesda, Md., U.S. National 
Institutes of Health, 1958. 















...leading to specific, demonstrated 
advantages in cholesterol-lowering 
the rapy particularly in patients with coronary artery 


disease, generalized atherosclerosis, and other 
conditions thought to be associated 
with abnormal cholesterol metabolism 


MER/29 REDUCES CHOLESTEROL IN AS MANY AS 8 OUT OF 10 
PATIENTS: MER/29 reduces both serum and_ tissue cholesterol without strict 
adherence to diet. Although some physicians prefer to use MER/29 in conjunction 
with controlled diets, cholesterol can be reduced successfully without such limitation. 


CONCURRENT BENEFITS REPORTED IN SOME PATIENTS: In patients 
with coronary artery disease, some of the concurrent benefits reported include decreased 
incidence and severity of anginal attacks, improved ECG patterns, diminished nitro- 
glycerin dependence, and increased sense of well-being. 


MER/29 HAS PRODUCED FEW SIDE EFFECTS, NO TOXICITY: Patients 
have been treated with MER/29 for continuous periods up to 19 months. In no case 
has there been evidence of serious toxic effects on the function of any vital organ 
or system. Side effects (nausea, headache, dermatitis) are rare and have usually been 
associated with dosages greater than those recommended for effective therapy. 


MER/ 29 is compatible with-other cardiovascular therapies. It can be used along with 
measures which control anxiety, hypertension, obesity and other conditions associated 
with cardiovascular disorders. These include nitroglycerin, PETN, and anticoagulants. 
CAUTION: Since long-term MER/29 therapy may be necessary, periodic examinations, including 
liver function tests, are desirable. Also, since MER/29 inhibits cholesterol biosynthesis, and cho- 


lesterol plays an important role in the development of the fetus, the drug is contraindicated in 
pregnancy. 


DOSAGE: One 250 mg. capsule daily, before breakfast. 


SUPPLIED: Bottles of 30 pearl gray capsules. 
Complete bibliography and product information available on request. 


MER / 


Merrell The Wm. S. Merrell Company 


Division-of Richardson-Merrell Inc. 
Cincinnati, Ohio + Weston, Ontario Trademark: MER/29® 


(triparanol) 
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BARD-PARKER 


DISINFECTING 
SOLUTIONS 


se HALIMIDE 


Concentrate Disinfectant L | M | Dp) 


BaRp-paeKe® 





... Now Smproved, HALIMIDE disinfectant — 
free from objectionable odor, is a concentrate 
of low surface tension and excellent penetrating 
qualities. Perfect for inexpensive instrument 
disinfection, 1 oz. mixed with 1 gal. of water 
makes a stable — clear — non-corrosive — non- 
staining solution. TUBERCULOCIDAL when di- 
luted with alcohol. No anti-rust tablets to add 
—no need for frequent changing. 


B-P CHLOROPHENYL Disinfectant 


. -- an ideal instrument disinfecting solution 
for professional office use. It is rapid in 
destruction of commonly encountered vege- 
tative bacteria—free from phenol (carbolic 
acid) and mercurials—not injurious to skin 
or tissue. It is used full strength—has a 
pleasant odor—its germicidal efficiency is 
not affected by soap. 





B-P FORMALDEHYDE GERMICIDE 


. .. Sporicidal - tuberculocidal - bactericidal - viru- 
cidal + fungicidal, it is especially suitable for hospital 
use in the chemical disinfection of instruments and pro- 
tection of surgical sharps. It is used full strength —and 
within 5 minutes will kill TUBERCLE BACILLI — vegeta- 
tive pathogens and spore formers—the spores them- 
selves within 3 hours. 








BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 


A DIVISION OF BECTON. DICKINSON AND COMPANY 


BARD-PARKER * B-P * CHLOROPHENYL * HALIMIDE are trademarks 
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Weight problem? Start the reducing program right, 
keep it going right with Esidrix’ 


Esidrix-K’ 


Recent studies show that the diuretic action of Esidrix 
improves results of weight-reducing programs 2 ways: 


(Adapted from Einhorn and Kalb2) 
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1. As an adjuvant in initiating treatment: 
Esidrix induces greater weight losses in 
the first few days than a conventional 
regimen.! This weight loss may be signifi- 
cant in itself (depending on the degree 
of fluid retention). But more than that, the 
quick loss of even a few pounds builds 
confidence in the weight-reducing pro- 
gram, inspires determination to follow it 
fz 1ithfully. 

2. As an adjuvant in maintenance treat- 
ment: Esidrix eliminates retained water — 
with consequent weight losses —to break 
through the weight plateaus so often en- 
countered in antiobesity programs. (See 
schematic graph below.) The new weight 
loss cheers the patient and helps over- 
come his tendency to eat too much. 


Esidrix 

























Photograph used with patient's permission. 


For complete information about Esidrix and 
Esidrix-K (including dosage, side effects, 
and cautions), see Physicians’ Desk Refer- 
ence, or write CIBA, Summit, N. J. 
References: 1. Ray, R. E.: To be published. 2. Ein- 
horn, H. P., and Kalb, S. W.: Clin. Med. 7:1995 
(Oct.) 1960. 

Supplied: Esiprix Tablets, 25 mg. (pink, 
scored) and 50 mg. (yellow, scored). 
Esiprix-K Tablets 25/500 (white, coated), 
each containing 25 mg. Esidrix and 500 mg. 
potassium chloride. NEW STRENGTH ESIDRIX-K 
NOW AVAILABLE: Esiprix-K Tablets 50/1000 
(white, coated), each containing 50 mg. 
Esidrix and 1000 mg. potassium chloride. 
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provides remission of depression—smoothly, gradually, 
without “jarring” o notably low incidence of serious co 





plications or side effects o convenience of once-a-day dosage 


Science for the world’s well-being® PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New Yor 
As 





restores 
the will 
Ke) 

improve 


In Brief Niamid, brand of nialamide, is 1-(2-[benzylcarbamyl] ethyl)-2-isonicotinyl- 
hydrazine, a well-tolerated antidepressant that may correct or relieve depression on 
once-a-day dosage. Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melancholia, postpartum depres- 
sion, depressed phase of manic-depressive reaction, senile depression, reactive de- 
pression, schizophrenic reaction with depressive component, psychoneurotic depression. 
@ In neurotic or psychotic patients, Niamid may normalize or favorably modify aberrant 
or excessive reactions and symptoms of depression such as: phobias, guilt feelings, dejec- 
tion, feeling of inadequacy, discouragement, worry, uneasiness, distrustfulness, hypo- 
chondriacal and nihilistic ideas, difficulty in concentration, insomnia, loss of energy or 
drive, indecision, hopelessness, helplessness, decreased functional activity, emotional and 
physical fatigue, irritableness, inability to rest or relax, sadness, anorexia and weight 
loss, and withdrawal from society. In the withdrawn patient, Niamid may elevate the 
mood so that there is increased activity, increased awareness and interest in surround- 
ings, and increased participation in group activities. Appetite may be increased and 
there may be decreased fatigability. Lack of clinical response to other antidepressant 
therapy does not preclude a favorable response to Niamid. Relief of depression may also 
be evidenced by elimination or reduction of the need for somatic therapy, such as electro- 
shock. In patients suffering from depression associated with chronic illness, Niamid may 
improve mental outlook, reduce the impact of pain, decrease the amounts of narcotics 
or analgesics needed, and improve appetite and well-being. In patients with angina 
pectoris, Niamid has been found to be a useful adjunct to management through reduc- 
tion in frequency of attacks and pain. Dosage: Starting dosage is 75 to 100 mg. on a 
once-a-day or divided daily basis. This may subsequently be adjusted depending upon 
the tolerance and response. Responses to Niamid are not usually rapid, and revisions of 
dose should be withheld until at least a few days have elapsed at each level. Increments 
or decrements of 122-25 mg. are generally sufficient. A daily dosage of 200 mg. is the 
maximum recommended for routine use. (As much as 450 mg. daily has been used in 
some patients.) Side Effects: Niamid, in clinical use, has been characterized by a signifi- 
cant lack of toxicity. It is generally well tolerated. Nervousness, restlessness, insomnia, 
hypomania, or mania, sometimes occur. Occasional headache, weakness, lethargy, ver- 
tigo, dryness of the mouth, blurred vision, increased perspiration, constipation, mild skin 
rash, mild leukopenia, and epigastric distress may be obviated or modified by reductions 
in dose. Effects due to monoamine oxidase inhibition persist for a substantial period 
following discontinuation of the drug. Precautions and Contraindications: Hepatic 
toxicity has not been reported in extensive clinical studies. However, if previous or 
concurrent liver disease is suspected, the possibility of hepatic reactions and liver func- 
tion studies should be considered. ® The suicidal patient is always in danger, and great 
care must be exercised to maintain all security precautions. The apathetic patient may 
obtain sufficient energy to harm himself before his depression has been fully alleviated. & 
Niamid 'may potentiate sedatives, narcotics, hypnotics, analgesics, muscle relaxants, 
sympathomimetic agents, thiazide compounds and stimulants, including alcohol. Caution 
should be exercised when rauwolfia compounds and Niamid are administered simul- 
taneously. Rare instances have been reported of reactions (including atropine-like effects, 
and muscular rigidity) occurring when imipramine was administered during or shortly 
after treatment with certain other drugs that inhibit monoamine oxidase. In Cardiology: 
The central effects of Niamid may encourage hyperactivity and the patient should be 
closely observed for any such manifestation. Orthostatic hypotension or hypertensive 
episodes occur in a few individuals; cardiac patients should be carefully selected and 
closely supervised. In Epilepsy: Although in some patients therapeutic benefits have 
been achieved with Niamid, in others the disease has been aggravated. Care should be 
exercised in the concomitant use of imipramine, since such treatment with monoamine 
oxidase inhibitors has been reported to aggravate the grand mal seizures. In Tuber- 
culosis: Existing data do not indicate whether resistance of M. tuberculosis to isoniazid 
may be induced with Niamid therapy; nevertheless, it should be withheld in the de- 
pressed patient with coexisting tuberculosis who may need isoniazid. @ As with all 
therapeutic agents excreted in part via the kidney, due caution in adjusting dosage in 
patients with impaired renal function should be observed. Supplied: Niamid (Niala- 
mide) Tablets, 25 mg.: 100’s—pink, scored tablets; 100 mg.: 100’s— orange, scored 
tablets. /More detailed professional information available on request. 

















STOPS THE ASTHMA ATTACK 
IN MINUTES...FOR HOURS... 
ORALLY 


ELIXOPHYLLIN 


RAPID RELIEF IN MINUTES — in 15 min- 
utes':? mean theophylline blood levels are comparable to I. V. 
aminophylline—so that severe attacks have been terminated 
in 10 to 30 minutes.’**°® 


SUSTAINED RELIEF FOR HOURS —After 
absorption theophylline is slowly eliminated during a 9-hour 
period,’ making possible t.i.d. ’round-the-clock protection in 
chronic cases. Note: With Elixophyllin the patient can learn 
to abort an attack in its incipient stage. 


NO UNNEEDED SIDE EFFECTS — Since 
Elixophyllin does not need “auxiliaries,” it contains no ephed- 
rine—no barbiturate — no iodide—no steroid. Gastric distress 
is rarely encountered.*® 


\| Average increase in vital capacity 


Each tablespoonful (15 cc.) contains produced by Elixophyitin, 75 COs 
theophylline 80 mg. (equivalent to in acute asthmatic attacks.® 
100 mg. aminophylline) in a hydro- 
alcoholic vehicle (alcohol 20%). 


ACUTE ATPBACKS: 





single dose of 75 cc. for adults; 0.5 
cc. per Ib. of body weight for children. 


24 HOUR CONTROL: 





for adults 45 cc. doses before break- 
fast, at 3 P.M., and before retiring; 
after two days, 30 cc. doses. Children, 
first 6 doses 0.3 cc.—then 0.2 cc. 
per Ib. of body weight as above. 





MINUTES 


5 15 ~ 30 


REFERENCES: 1. Kessler, F.: Connecticut M.J. 21:205 (March) 1957. 2. Satuass, iy 

a Lan and Hennessy, D.J.: Am. J. Med. Sci. 233:296 (March) 1957. 3. K 

Med. Times (Oct.) 1959. 4. Burbank, B.; Schluger, J., and MeGinn, J.: Am. J. ‘Meo, ‘Sci 
234:28 ‘Guly) 1987, 5. Spielman, A.D.: Ann. Allergy 45-270 (June) 1957. 6. Greenbaum, 
J.: Ann. By (May- a 1958. 7. Waxler, S.H., and a JA: SAMA, 143:736 
(1950). 8. Bickerman, and Barach, A L., in Modell, W.: Drugs of Choice 1960- 
1961, St. Louis, “ine CY. ‘Mosby Company, 1960, p. 516. 9. Wilelm, R.E., Conn, H.F.: in 
Current Therapy—1961, Philadelphia, Wb. Saunders Company, p. 417. 


Patent Pending Reprints on request 





POSTGRADUATE MEDICINE 








ho 








AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 












Periodic urine-sugar test- 
ing at home is an integral part of 
the follow-up of “benign” glycosuria. Its 
practicality is increased when the patient charts 
his findings on the Cuiinitest® Graphic Analysis 
Record. This chart frees the physician from dependence 
on the patient's memory and enables him to follow at a 
glance the trend and degree of any glycosuria. 

















, 


for follow-up of ‘‘benign’’ glycosuria and 
earliest detection and control of Diabetes 


“CLTNITEST 


Standardized urine-sugar test for reliable quantitative estima- 
tions - familiar blue-to-orange spectrum —easily interpreted 
results + “plus” system covers entire critical range—includ- 
ing %4% (++) and 1% (+++) « patient cooperation 
encouraged by use of Graphic Analysis Record 
—supplied with CLInitEst Set and each 
tablet refill package. 





O46! 


AMES 


COMPANY, INC 
Elkhart « Indiana 
Toronto + Canada 
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half-strengt 
capsule 


100 mg. meprobamate « 


12.5 mg. promazine hydrochlon 


meprobamate and promazine hydrochloride, W 

















for midrange emotional problems © 















* 


NEW HALF-STRENGTH DOSAGE 
FOR PATIENTS WHO BECOME DROWSY 


New half-strength Capsules facilitate dosage titration so that many patients who 
previously became drowsy on full dosages may benefit from therapy with balf- 
strength dosages. 


FOR PATIENTS WITH MIDRANGE 
EMOTIONAL PROBLEMS 


Prozine aids in management of patients with moderate to moderately severe 
emotional problems resulting in anxiety expressed as: 


@ somatic disorders such as headache, vertigo, nausea and vomiting, muscle 
spasm, insomnia 

e secondary reactions to acute or chronic organic disease 

@ moderate to severe psychoneuroses 

@ abnormal behavior in children, adolescents, and agitated senile patients 

e mild psychoses 


For further information on limitations, administration and pre- 
scribing of Prozing, see descriptive literature or current Direction 
Ci ; 


ee gs 
Wyeth Laboratories Philadelphia 1, Pa. 









ALL-PURPOSE 
CATHETER, 














it’s Rubber 
it’s Sterrle 
e) it’s Disposable 
Y ata New Low Price 















New utility catheter combines the desirable features of the 
Nelaton and Robinson style catheters. May also be used as an 
aspirating catheter. 

Sterilization is achieved under rigidly controlled conditions and 
checked by bacteriological testing before each catheter is re- 
leased. Exclusive heat-sealed package keeps sterile field intact. 


* A LINE OF COMPLETELY FUNCTIONAL AND LABOR-SAVING 
DISPOSABLES INVOLVING MASS DAILY ROUTINES. 





Complete information furnished on request. Write on your Professional or Institutional letterhead to: 


DAVOL RUBBER COMPANY =ncveistine 
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iederle— where innovation and improvement in immunizing agents is a tradition 


Lederle immunizing agents reflect the tradition of constant Antirabies Serum 
research to discover the new and improve the old. Acase in Rabies Vaccine 
point: Lederle Smallpox Vaccine is now produced from vac- _—_ Botulism Antitoxin 
cinia virus cultured in chick embryos—a radical change—for Catarrhalis Vaccines 
the better—from the older calf lymph technique. The result: | Cholera Vaccine 
an AVIANIZED® vaccine with lessened danger of excessive Diphtheria-Tetanus Toxoids 
scarring or secondary infection...asuperior vaccine forroutine Gas Gangrene Antitoxin Polyvalent 
use...andfarmore quickly obtainable in quantitytomeetapub- Influenza Virus Vaccine Polyvalent 
lic health emergency...Other Lederle immunologic agents— | Mumps Vaccine 
Pertussis Vaccine 
Poliomyelitis Immune Globulin 
Rocky Mountain Spotted Fever Vaccine 
Staphylococcus Toxoid 
Tetanus Antitoxin 
Tetanus-Gas Gangrene Antitoxin 
Tetanus Toxoids 
TRI-IMMUNOL* Diphtheria-Tetanus 
Toxoids and Pertussis Vaccine 
Typhoid-Paratyphoid Vaccine 
Typhus Vaccine 
POLLIGENS® Pollen Antigens Eastern 
POLLIGENS* Pollen Antigens Western 
Mixed Grasses 
& Ragweed Combined 
Allergenic Extract Dust (House) 


Request complete information on indica 















tions, dosage. precautions and contraindi- 
cations from your Lederle representative 
or write to Medical Advisory Department 


*Trademark 


cs 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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allergy-free 


for months 


with a one week course of daily injections 


Whether it is pollinosis, rhinitis due to other inhalants, 
allergic asthma, asthmatic bronchitis in children, eczema, 
or food sensitivity ... regardless of the number or nature 
of the offending allergens ... a daily injection of Anergex 
for 6 to 8 days usually provides prompt relief that persists 
for months in most patients. 

Anergex is nonspecific in action. Its effectiveness against 
most allergens eliminates skin testing and long drawn-out 
desensitizing procedures. In contrast to the antihistamines 
and other drugs that provide only temporary symptomatic 
relief, Anergex induces a prolonged allergy-free state. 


4 — oe Se 2 


Marked improvement or’complete relief has been report 
in over 70 per cent of more than 5,000 patients*. Anerg 
appears more effective when given during exposure to 

offending allergens. Relief is prompt; the patient “oflé 
feels better by the time he has had 3 or 4 doses’’*. Anergt 
is safe; no systemic reactions have ever been reported.” 


Available: Vials of 8 ml.—one average treatment cdurse. Each 


contains 40 mg. specially prepared extractive substances obtain 
from the Toxicodendron quercifolium plant. 


*WRITE FOR LITERATURE AND REPRINTS 
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the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 











().. of the most 


important problems facing 
the medical profession today: 


Your specification versus 


TV advice > 
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don’t let 
medical control 
out of your hands 


during the critical 


newborn period 


The rising tide of commercialism in health—by tele- 
vision, mail order, door-to-door salesmen—is taking 
medical control out of your hands during the critical 
newborn period. Only you can counter the dangers 
of non-professional medical advice. Mothers look to 
you for guidance in every step of baby’s growth and 
development —the responsibility for the newborn’s 
medical care is yours—yours alone. 


An important way to establish your medical control 
early is through specification of an established ethi- 
cal vitamin preparation. When prescribing for the 
newborn, consider the outstanding advantages of 
new, improved Vi-Sol® vitamins. Carefully reformu- 
lated after consideration of the recommendation of 
authorities,* Vi-Sol vitamins provide rational, prac- 
tical, safe levels of vitamins C, D and A. 


Whenever drops are outgrown, comparable improve- 
ments in levels of C, D and A are also offered the 
older child in Vi-Sol chewable vitamins and Vi-Sol 
teaspoon vitamins. 


*Recommended Daily Dietary Allowances established by the 
National Research Council, and endorsed by the Council on 
Foods and Nutrition of the American Medical Association, 
“Vitamin Preparations As Dietary Supplements and As Thera- 
peutic Agents,” J.A.M.A. 169:41-45 (Jan. 3) 1959. 


new VI-SOE vitamins 


TRI-VI-SOL® POLY-VI-SOL® DECA-VI-SOL® 








Vitamin Drops Vitamin Drops Vitamin Drops 
Teaspoon Vitamins Teaspoon Vitamins 
Chewable Vitamins Chewable Vitamins Chewable Vitamins 


Vitamin Drops Chewable Vitamins 
with Iron with Iron 
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Helps you 
| take the mise 








Dosage: One Milprem tablet t.i.d. in 21-day courses 
with one-week rest periods; during the rest 
periods, Miltown alone can sustain the patient. 


Composition: Miltown (meprobamate) + conjugated 
estrogens (equine). 

Supplied: Milprem-400, each coated pink tablet 
contains 400 mg. Miltown and 0.4 mg. conjugated 
estrogens (equine). Milprem-200, each coated 
old-rose tablet contains 200 mg. Miltown 

and 0.4 mg. conjugated estrogens (equine). 

Both potencies in bottles of 60. 


Literature and samples on request. 


(Miltown® plus natural estrogens) 


CMP-1306 





A-50 


& 


Milprem 


Y Ot 











ae 


(ol menopause 


& 


as hormones alone often don’t do 





1 Fast-acting Milprem directly relieves 
} both emotional dread and estrogen deficiency 


Many physicians find that estrogen therapy is 
not enough for the woman who is also filled 
with anxiety by her menopause. Her emotional 
dread may make her so miserable that it 
becomes a real clinical problem. 


This is where Milprem helps you so much. It 
calms the woman’s anxiety and tension; pre- 
vents moody ups and downs; relieves her 
insomnia and headache. At the same time, it 
checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 
therapy alone. And your counsel and your 
assurances can now help her make her 
adjustment much faster. 


9 WALLACE LABORATORIES / Cranbury, N. J. 
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evaporated milk formula... 


Carnalac meets the medical preference for the 






in a convenient, ready-prepared form. 


Carnalace is Carnation Evaporated Milk with its added Vitamin D, 

plus carbohydrate. 

A properly proportioned formula is assured. even when Carnalac is 
proy y proj 

prepared by the inexperienced young mother. She just adds water in the 

amount you recommend. 

The proven nutritional value of evaporated milk formulas is assured 

with Carnalac. A history of many years of successful feeding with evaporated 

milk makes it the most widely used form of milk for infant feeding today. 

Digestible, safe, uniform, stable. Carnalac is the same prescription 

quality as Carnation—the milk used in more hospital formula rooms through- 

out the world than all other brands combined. 





Diluted 1:1, Carnalac provides 7.1% carbohydrate, 2.8% protein, 3.2% 





**from Contented Cows’’ 






fat, 400 1.U, Vitamin D per reconstituted quart, 20 calories per fluid ounce. 
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CYCLEX provides the prom 


% 
insomni 


malaise, 


abdominal congestia 
..- CYCLEX affords quick 


for MOOD-CHANGES...CYCLEX supplies 


HYDRODIURIL® with MEPROBAMA 
HYDROCHLOROTHIAZIDE 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. 
West Point, Pa. 


ht gain, breast fullness 


YC 
he symptoms of premenstrual fens 


weig 
acting relief of nausea and bloating associate: 


with premenstrual tension 
uing until the onset of menses. CYCLEX may be continu 


day, beginning on the first morning of symptoms and cont 
through the menstrual period. 


CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc. 


Oo 


of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamat 
DOSAGE: Usual adult dosage is one tablet once or twice! 
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the effective relief of meprobamate for nervou: 


ness, irritability, tension, nausea, 
for GI DISTRESS 


diuresis of HYDRODIURIL for rapid reduction 
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Lffective 
topical 


1. proctitis accompanying ulcerative 
colitis 


steroid therapy 
in anorectal disorders 
relieves itching, 
burning and 
soreness, 

pain, pruritus. 
Tends to reduce 
inflammation 





3. radiation proctitis 


and edema. 


Wyanoids HC 


Rectal Suppositories with Hydrocortisone, Wyeth 


e for relief of pain and itching 
¢ for promotion of tissue repair 


¢ to avoid systemic steroid side-effects 





clinical studies confirm safety and efficacy of 


topical hydrocortisone in anorectal disorders 


anorectal inflammations: “Topical application of hydrocortisone suppositories (WyaNoips HC) 
appears as effective as systemic corticoid medication for many proctologic inflammatory 
disorders and is complicated less frequently by undesirable side effects.” 


Marks, M.M.: Diseases of the Colon & Rectum 3:250 May-June, 1960. 


pruritus ani, proctitis, chronic ulcerative colitis, postoperative inflammatory reactions: “Topical 
hydrocortisone (Wyanoips HC) proved to be free from corticosteroid side effects and 
its use was beneficial to 96 percent of the patients treated.” 


Schneider, H.C.: J. of the International College of Surgeons 33:208 February, 1960. 


radiation proctitis and idiopathic ulcerative colitis: ‘““The advantages of topical steroid therapy 
are the rapidity of response, improvement not only symptomatic but by proctoscopic 
examination, minimal detectable degrees of absorption with avoidance of undesirable 
side effects of prolonged steroid therapy, and maximum concentration of the medica- 
tion in the area of involvement.” 


Patterson, M., and McGivney, J.: South. M. J. 52:423 April, 1959. 


Wyanoids HC 


Rectal Suppositories with Hydrocortisone, Wyeth 





to relieve anorectal itching, soreness. pain 


Wyanoids’ wyoneee 
Hemorrhoidal Suppositories, Wyeth oO } N T M E N T 


Hemorrhoidal Ointment, Wyeth 
e quick dissolving 
e lubricates rectum 
Caution: Hydrocortisone should not be used until an adequate proctologic 
examination is completed and a diagnosis made. Other specific measures against 
infections, allergy and other causal factors must not be neglected. Preparations con- 


taining belladonna may produce blurring of vision, rapid pulse, or dryness of the 
throat. If these symptoms develop, use of the preparation should be discontinued. 


Wyeth Laboratories Philadelphia 1, Pa. 
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\(OMPLETELY NEW CHEMICAL ENTITY 


RIOPAN™ 


Brand of Monalium hydrate 









A TRUE BUFFER-ANTACID 
WALLOW TABLETS & SUSPENSION 


E NON-CHEW TABLET 
HAT WORKS LIKE A LIQUID 
SPEED OF ACTION AND 
JURATION OF RELIEF 


AYERST LABORATORIES 
New York 16, N. Y. « Montreal, Canada 


ays 

















= works as fast as a liquid... adjusts 
pH to the safe 3.5-5.5 therapeutic 
range within seconds 


= sustains buffering action like a liquid 
... Maintains a physiologic pH for pro- 
longed periods 


LIQUID ACTION WITH TABLET CONVENIENCE 


Now for the first time, your patients 
can enjoy liquid effectiveness with 
tablet convenience — and because 
“‘RIOPAN”’ is a swallow tablet, there is 
no taste fatigue...nor have side effects 
been a problem: no alkalinization—no 
acid rebound—no constipation—no 
diarrhea. 


*THE PHARMACOLOGIC BASIS FOR “RIOPAN” 


EFFECTIVENESS 


“RIOPAN”’ is an entirely new chemical 
entity in which two agents with well 
established antacid properties — mag- 
nesium and aiuminum hydroxides—are 
united in a single molecule by a pat- 
ented process (U. S. Pat. 2,923,660). 
This chemical union makes possible a 
small, wafer-thin tablet that acts within 
seconds, providing therapeutic pH 
adjustment almost immediately. 


A NEW ADVANCE IN 
LIQUIDS, TOO... 
“RIOPAN” SUSPENSION 


‘“*RIOPAN’’ Suspension offers a welcome 
taste change—refreshingly cool, clean 
mint flavor with no aftertaste — and 
predictable buffering action, almost 
immediately providing a uniform, 
physiologic pH range in both large and 
small amounts of HCl, even with vary- 
ing dosage. 

Dosage: 1 or 2 tablets swallowed with water 
as required, or 1 or 2 teaspoonfuls of suspen- 
sion with water as required; preferably be- 
tween meals and at bedtime. 

NOTE: In peptic ulcer, and whenever continu- 
ous control of acidity is desired, many clini- 
cians prefer to give antacid medication ai 
hourly intervals throughout the day. 
Supplied: “RiopAN” Tablets, No. 790 — Each 
tablet contains 400 mg. Monalium hydrate (hy- 
drated magnesium aluminate). Packages of 60 
and 500 in individual film strips of 10 tablets. 
“RIOPAN” Suspension, No. 906 — Each tea- 
spoonful contains 400 mg. Monalium hydrate 
(hydrated magnesium aluminate). Bottles of 
12 fluidounces. 
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when the allergy is more than antihistamines 







alone can control...and intensive steroid therapy; 


alone is more than the allergy requires.... 





LEDERLE LABORATORIES 
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Parkinsonism... 
rapid | 

easy motion 


ARTANE helps restore a significant degree of function to the Parkinsonism 
patient. It also improves akinesia, offsets mental depression and controls ocu- 
logyria. ARTANE has remarkably low toxicity and is well suited for the greatest 


number of patients. It is highly effective 
in all types of Parkinsonism, and in con- ® 
trolling Parkinsonoid reactions to atar- 
actic therapy. Supplied: Tablets, 2 mg. 


and 5 mg.; Elixir, 2 mg./5 cc. tsp. Trihexyphenidy! HC! Lederle 


Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle Representative or write to Medical Advisory Department. 


€@ZD LEDERLE LABORATORIES « A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Daricon 


anticholinergic 
with 








eresanenanecelers 


gastric rest 





*1 TABLET P.M. 
usually assures nightlong freedom 


from pain by providing prolonged and 

sustained (8-12 hours’) anticholiner- 

gic action that combats nocturnal certs up fl wg 
increase in the basal gastric secretion 

of peptic ulcer patients 


*1 TABLET A.M. 
usually assures uninterrupted daytime 


control of gastric hypersecretion 
without dependence on the repeat 
doses required of shorter-acting anti- 
cholinergics 


Science 
for the world’s 
well-being ® 


(Pfizer) 


PFIZER LABORATORIES 


Division, 
Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 





(MAGHESIUM-ALUMINUM HYDROXIDE GEL) 





ANTACID — DEMULCENT 
i atnenepaneategl 


os apa a "oe — ~~ 


KEEP BOTTLE TIGHTLY CLOSED 
KEEP FROM FREEZING 
WILLIAM H. RORER, Inc. 
Pharmaceutical Chemists Philadelphia, Pa, 0.5.4 


NO TASTE FATIGUE 
EXCELLENT RESULTS 
NO CONSTIPATION 


the most widely prescribed and 
most wearable of all antacids 











suspension tablets 
Tantet Maalox No. 1 equivalent to 1 teaspoon Suspension 
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when allergy looms large in the life of your patient... 


BENADRYL provides a twofold therapeutic approach to the management of distressing symptoms 
of grass-pollen allergy @ antihistaminic action relieves nasal congestion, sneezing, lacrimation, 
and pruritus @ antispasmodic action affords relief of bronchial and gastrointestinal spasm. 


BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available in a variety of forms includ- 
ing: Kapseals® of 50 mg.; Capsules of 25 mg.; Emplets® (enteric-coated tablets) of 50 mg.; in aqueous solutions: 
1-cc. Ampoules, 50 mg. per cc.; 10- and 30-ce, Steri-Vials,® 10 mg. per cc.; Elixir, 10 mg. per 4 cc.; 2% Ointment 
(water-miscible base); Kapseals of 50 mg. BENADRYL Hydrochloride with 25 mg. ephedrine sulfate. Precautions: 
Avoid subcutaneous or perivascular injection. Single parenteral dosage greater than 100 mg. should be ayorded, 
particularly in hypertension and \cardiac, disease. Préducts a 
BENADRYL juld be used ‘gautio ait pniotics\ or giher sedati 
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The 24-hour diuretic-antihypertensive 


ENDURON 


(METHYCLOTHIAZIDE, ABBOTT) 


Nothing is simpler in thiazide therapy: 


Prescribe ‘“‘Enduron once a day, every day’ 


One dose daily of this potent new thiazide is ample. It treats 
edema and hypertension around the clock. You can expect 
therapeutic action through the full 24 hour period (and longer). 
What’s more, Enduron provides an enhanced potassium-spar- 
ing effect. Whereas multiple dose drugs may cause multiple peaks 
of potassium loss, Enduron’s single dose brings but a temporary 
single peak. 
Enduron’s once-a-day dosage is of course a convenience, too. 
Easy for the patient to remember. Easy for you to supervise. ABBOTT 
We invite you to experience its benefits ...soon. (See next page) 











Every ENDURON tablet delivers over 


24 hours of continuous thiazide action 


With this unique agent, you need just one daily dose to reduce 
edema and hypertension. Diuretic response reaches maximum in 
about six hours. It then follows a smooth, continuing plateau for 
most of the remaining day. Even at end of the 24 hours, you are 
still eliminating sodium well above control (i.e., undosed) amounts. 


Usual Urinary Excretion Patterns Following 10 mg. of Enduron 
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Note that Enduron’s effect on urinary potassium is minor; potas- 
sium depletion will seldom be a factor in your therapy. Similarly, 
Enduron’s favorably high ratio of sodium versus chloride excre- 
tion means lessened likelihood of hypochloremic alkalosis. 


How safe is Enduron? 


Repeated oral doses of many thousand times the therapeutic 
amount, have been well tolerated in test animals for months. 
Since Enduron’s milligram dosage in humans is low, it affords the 
security of an exceptionally safe therapeutic ratio. 

Difficulty, if any, is apt to arise from therapy that’s unnecessarily 
vigorous. Enduron is potent. 10 mg. produces at least as much 
sodium excretion as other available thiazides in any size dose. 
Single doses greater than 10 mg. don’t accomplish greater diuresis, 
and aren’t recommended or needed. 


Prescribe the 24-hour diuretic-antihypertensive: 


ENDURON 


(METHYCLOTHIAZIDE, ABBOTT) 


significant advance in thiazide therapy 


1. Ford, R. V., Current Therap. Res., 2:422-430, Sept., 1960. ABBOTT 
2. Bryant, J. M.,et. al., Current Therap. Res., 3:1-4, Jan., 1961. 


©1961, ABBOTT LABORATORIES 1040308 





Psoriasis 01 

37 yrs’ duration 
Previous therapy 
produced no 
improvements 


W Over and over again, studies have shown Lipan 
Improved Capsules to be orally effective therapy. 


Lipan will, in most cases, give a rapid clinical re- 
sponse. Maintenance dosage frequently keeps the 
patient symptom-free. 

\gain.in a recent study’ on psoriatics of long stand- 
ing, 37.71% showed complete remission of symp- 
toms, 32.26% showed decided improvement, and 


12.90% showed moderate or temporary improve- 
ment. 

These new studies on the use of Lipan Improved 
Capsules have demonstrated that the clinical results 
are in direct proportion to adequate daily dosage.*”* 
Effectiveness of Lipan therapy increases as dosage 
is increased. 

Dosage: For complete Lipanization (saturation 
dosage): 2 to 4 capsules before each meal: 1 to 2 
capsules before between-meal snacks. 

Each Lipan Improved Capsule contains: Pan- 
creatin — 2000 mg., Pyridoxine HCl —3 mg. 


Reprints, Samples and Literature upon request 

























Spirt & Co., Ine. 


Waterbury, Conn. 


REFERENCES: 1. Schwartzschild, L.: Oral Management of Psoriasis with a Lipotropic 
Agent. Clin. Med., Vol. 8, No. 4, (April) 1961 
2. Combes, F. C.: Management of Psoriasis as a Metabolic Lipid Disturbance. N. Y. St. Jri 
Med., Vol. 54, No. 13, July 1, 1954. 

PAGE 747 3. Rosenthal, T.: Management of Psoriasis. Clin. Med., Vol. 7, No. 3, (March) 1960. 
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...has a gently controlling effect on blood pressure and 
tension, without unpleasant side effects. 


...a conservative, safe amount of reserpine (0.1 mg. per 
tablet or teaspoonful) combined with 15 mg. BUTISOL 
Sopium® butabarbital sodium. 


Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 
(Repeat Action Tablets) 


McNE McNEIL LABORATORIES, INC. 
Fort Washington, Pa. 
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HELPS TAKE WEIGHT OFF... PERSISTENTLY 


Didrex 


. ? Ms BRIEF BASIC INFORMATION 
Didrex oesn t Der orm mirac eS Description: Didrex is the Upjohn brand of benzphetamine 
hike hydrochloride [(+)-N-benzyl-N, a-dimethyl-phenethylamine hy- 

drochloride]. A sympathomimetic compound with marked ano- 


it just helps the obese patient do siarsaumusryazi" sme ores ow 


- Indications: Control of exogenous obesity. 
- . ‘ — Contraindications: None known to date. However, use with cau- 
it herself. The reason is simple: persistent, significant tion in moderate or severe hypertension, thyrotoxicosis, acute 


coronary disease, or cardiac decompensation. 


loss of weight, up to 30 weeks in reported cases, helps to preclude Dosage: Initiate appetite control with ¥2 to 1 tablet (25 to 


50 mg.) in mid-morning or mid-afternoon, according to the 
the “weight plateau” that so often discourages dieters after a | Fett Satine tas eee a maximum of 2 tablets dany 
few weeks. Thus, time and will become your allies in changing the Siar t/a ‘nice ecient 
patient's dietary habits built over months or years of weight ac- |  {yrcvons fave een noted. Minimal side, effects have been 
cumulation. Didrex may be used in closely supervised diabetic, reac eae eoenuniaies hydrochloride, press-coated, 

scored tablets, in bottles of 100 and 500. 


coronary insufficient, and hypertensive patients. *Trademark—brand of benzphetamine hydrochloride, Upjohn. 


References: 1. Stough, A. R.: Weight loss without diet worry: use of benzphetamine hydrochloride (Didrex). Journal of the Oklahoma State Medical Association, 
53:760-767 (November) 1960. 2. Oster, H., and Mediar, R.: A clinical pharmacologic study of benzphetamine (Didrex), a new appetite suppressant. Arizona Medicine, 
17:398-404 (July) 1960, 3. Simkin, B., and Wallace, L.: A controlled clinical trial of benzphetamine (Didrex). Current Therapeutic Research, 2:33-38 (February) 1960. 


June 1961 














essential 
partners 


in the 
control 


of edema 


classic 


-RCUHYDRIN 


nonmercurial 


METAHYDRIN 


brand of trichlormethiazide 








Now...the alternate or combined use of these two drugs 

can help the physician meet with maximum efficiency 

the demands of diuretic therapy in almost any phase or degree 
of cardiac edema—acute or chronic. 


SEND FOR METAHYDRIN BROCHURE 


SUPPLIED: 
METAHYDRIN— Lablets of 2 mg. and 4 mg. in bottles of 100 and 1000. , 
MERCUHYDRIN—1 ec. and 2 cc. ampuls in boxes of 12, 25 and LAKESIDE 


100, and 10 cc. rubber capped, multiple dose 
vials in boxes of 6, 25 and 100. 
Needs no refrigeration. 
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now in threatened premature delivery 


DavetiE OB 


Brand of piperidolate hydrochloride, hesperidin complex and vitamin C 


maintains gestation i increases fetal survival rate 


“5 








&.. ud 


“Dactil has been used as a preventive meas- 
ure with great success and with no untoward 
effects.” 


In a study of 618 pregnancies over a period 
of 4 years, premature births were reduced 
from 13.1% of 168 patients without Dactil 
to 4.7% of 450 patients with Dactil.? In the 
treated patients birth weights were increased. 


Dosage: 1 tablet q.i.d. from the beginning of preg- 
nancy in any patient with a history of previous 
difficulty. For more information send for Dactil-OB 
brochure. 


(1) Stephens, L. J.: Prevention of Premature Delivery: Am. J. Obst. 
& Gynec. 70:6 (June) 1958. (2) Stephens, L. J., in press. 72561 
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There is an increasing awareness of iron deficiency 
in infants and children 


“Tron deficiency anemia is the most common deficiency dis- 
ease of infancy and childhood.” 


“The average full-term infant requires 8 mg. of iron daily 
from about 6 months of age....°” 


The older child, too, often is in a precarious state of iron 
balance“... because of his added needs to support growth 
and his expanding blood volume....°” 


The following chart shows the ages at which iron stores of the newborn infant 
tend to become depleted and the total iron needed by the end of the first year. 
To help fill the gap, prophylactic iron should be started at 2 to 6 months of age. 


WHEN IRON STORES BECOME DEPLETED? 





Total Total Iron Required for 
Body Iron Average Ages of Depletion Hemoglobin and Other 
at Birth of Iron Stores Body Needs at One Year 
Full-Term 
Infant r 398 mg. 








Full-Term 
(Low Hb.) 


r 398 mg. 


360 mg. 








Premature 








Age/Mos. _ 2 4 6 8 10 12 


References: (1) Jacobs, I.: GP 21:93 (Jan.) 1960. (2) Shulman, I.: J.A.M.A. 175:118-123 
(Jan. 14) 1961. (3) Moore, C. V., in Wohl, M. G., and Goodhart, R. S.: Modern Nutrition 
in Health and Disease, ed. 2, Philadelphia, Lea & Febiger, 1960, p. 243. 
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Now...two new products to 
supply the iron they need at 
the ages they need 1 


TRI-VI-SOL 


VITAMIN DROPS WITH IRON 


DECA-VI-SOL 


CHEWABLE VITAMINS WITH IRON 


These two new formulations—one for infants, one for older children 





—are distinctive additions to the present line of Vi-Sol® vitamins, 
thereby providing the choice of ‘Iri-Vi-Sol drops with and without 
iron and Deca-Vi-Sol chewable vitamins with and without iron. Both 
new products taste good. The packaging carefully limits elemental 
iron to a total of 500 mg. per bottle. Nevertheless, the bottles should 
be kept out of the reach of children. 


? 


[ri-Vi-Sol vitamin d with iron. Each 0.6 cc. daily dose supplies 10 mg. elemental 
iron plus safe, rationz er amounts of vitamins C, D and A. Supplied in bottles of 30 cc. 


1D Vi-Sol chewable vita iron. Each chewable tablet supplies 10 mg. 
elemental iron and salle, aatneed amounts of C, D and A plus seven significant 
B vitamins. Supplied in bottles of 50 chewable tablets. 


10 mg. of prophylactic iron... 
logically combined for your 
convenience with two of the 
most widely used and accepted 
pediatric vitamin products 


28361 





* New Product Announcement 


a significant 
achievement in 
corticosteroid 
research 


HAIDBRONEI- 


(paramethasone acetate, Lilly) 








sculapius 


predictable 
anti-inflammatory 
effect 
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Lilly 


QUALITY / etSEAReH /mTECeRTTY 














Haldrone is a potent synthetic corticosteroid with marked anti- 
inflammatory activity. In steroid-responsive conditions, it pro- 
vides predictable anti-inflammatory effects with a minimum of 
untoward reactions. Gratifying response has been observed in 
patients transferred from other corticosteroids to Haldrone. There 
is relatively little adverse effect on electrolyte metabolism. With 
Haldrone, sodium retention is unlikely, psychic effects are mini- 
mal, and there appears to be freedom from muscle weakness and 
cramping. 


Haldrone, 2 mg., is approximately equivalent to 


0 ee ee ee aa a ee ee 
Hydrocortisone . . . ae ae es 
Prednisone or prednisolone a tees es Se 
Triamcinolone or mateylgeedainionn (cnn. + 
RO te te ce st OS 


Although the incidence of significant side-effects is low, the usual 
contraindications to corticosteroid therapy apply to Haldrone. 


Supplied in bottles of 30, 100, and 500 


Tablets Haldrone, 1 mg., Yellow (scored) 
Tablets Haldrone, 2 mg., Orange (scored) 





EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


140041 
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Gastro-intestinal 
disorders? 








CONSIDER CITRUS PECTIN AND DERIVATIVES: Pectin N.F, Pectin Cellulose 
Complex, Polygalacturonic and Galacturonic Acids 


Diarrheas, dysenteries—many other intestinal disorders—respond quickly and 
favorably to pharmaceutical specialties whose key ingredient is an adequate 
dosage of citrus pectin or a derivative. 

Sunkist® Pectin N.F. provides a dependable therapeutic dosage of galacturonic 
acid—the recognized detoxicating factor. Specialty formulations of leading 
pharmaceutical manufacturers contain this product of Sunkist Growers. 


Literature and bibliography is available. Address: Sunkist Growers, Pharma- 
ceutical Products, 720 East Sunkist Street, Ontario, Calif. 


Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 





POSTGRADUATE MEDICINE 

















— B PYRIDIUM 


brand of phenylazo diamino-pyridine HC] 


Iwo Pyridium tablets t.i.d. relieve the pain AVERAGE pose: Adults—2 tablets ti 


of urinary infection in only 30 minutes. Dur- 
, o ; - 7: 50, PRECAUTIONS: Pyridium is con 
ing the first 3 to 4 days of therapy, Pyridium, ~ 
. ; : ai : traindicated in patients with 
prescribed along with any antibacterial of 

é renal insufficiency and/or severe 


your choice, will make your patient comfort-_,,....; ; pened 
d J : i lepatitis. Full dosa einforn ion, 
able until the antibacterial reduces inflam- — gyajiai = ‘geneenet shied tn 


mation and controls the infection. sulted before initiating therapy. 


I 


Children 9 to 


12 1 tablet t.i.d. suppLiep: 0.1 Gm. tablets, bottles of 


et 


WARNER 
= 


| 


\CHILecorTT, 


| 
| 
J 
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hundreds of 
pellets of 
protection 
against 


ANNIGHIINIAY 


oa 


PENTRITOL: TEMPULES 


A single 30 mg. Pentritol Tempule with 12 hour action 
exhibits an even nitrite release which ‘tends to pro- 
duce a smooth, prolonged response similar to that of 
the sustained release of modern depot injections.”! 
Duration, frequency, and severity of anginal attacks 
are markedly lessened. Patients showing little prog- 
ress during years of therapy with 80 mg. daily of PETN 
tablets, respond favorably to the smaller dose of 
Pentritol Tempules.2 Kamil and Klinger report the 
response of their patients to a timed-disintegration 
pentaerythritol tetranitrate capsule as excel- 

lent, with nitroglycerin requirements reduced 

as much as 85%.3 


1. Biegeleisen, H. |.: Clin. Med. 2:1005, 1955. 2. Roberts, J. T.: Clin. Med. 
4:1375, 1957. 3. Kamil, M., and Klinger, I.: New York State J. Med. 59:3398, 
1959. 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS » Armour Means Protection 





controlled 
disintegration 
capsules 


PENTRITOL 


Each Pentritol Tempuleis acontrolled disintegration capsule 
containing 30 mg. of pentaerythritol tetranitrate in granular 
form. An initial dose of 10 mg. is released at once; a 
second dose 4 hours later; and a third dose 8 hours after 
ingestion. Thus, each Tempule affords at least 12 hours 
of coronary vasodilation. ACTION AND USES: Effective 
therapy for and prophylaxis against anginal attacks. One 
Tempule morning and evening will provide 24 hours of 
effective medication, with a smooth, sustained clinical ef- 
fect that has shown superior results. Pentritol reduces or 
eliminates nitroglycerin requirements, stops or reduces 
frequency of anginal attacks, eliminates or mitigates pain, 
and increases capacity for physical activity. CONTRAIN- 
DICATIONS: Observe caution in glaucoma. DOSAGE: One 
Pentritol Tempule morning and evening, approximately 
12 hours apart. SUPPLIED: Bottles of 60 ana 250. Also 
available: Pentritol®-B Tempules®, with 30 mg. pentaery- 
thritol tetranitrate and 50 mg. butabarbital, for 12 hours 
of coronary vasodilation plus sedation. 


) Co. 
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episiotomy 
patientis 
entitled to 








STREPTOKINASE -STREPTODORNASE LEDERLE | ——~ 
buccal tablets | 


| forafaster 

recovery 

with 

more 
comtort 

















when 
he’s 
ready 
for 


cereals... 


WY 


guidance 
is 

still 
important 


Mother looks for your guidance 


“Cereal is an excellent food to offer the baby who 
has a large appetite early in life and is not satisfied 
with the calories provided by his intake of milk.”? 
When to start and what cereal to choose for baby? 
These are important questions for a mother. Your 
guidance is as important now as when you pre- 
scribed baby’s first formula. 


Five tasteful varieties— Rice, Mixed, Oatmeal, Bar- 
ley and High Protein—help with important taste- 
training and feeding patterns. In addition to 
calories, PABLUM Cereals provide protein, carbo- 
hydrate, vitamins, and important minerals—es- 
pecially iron. They are formulated especially to 
help meet the infant’s nutritional needs when he 
graduates to solid foods. 


Baby needs your guidance 


Because rice is hypoallergenic,? PABLUM Rice 
Cereal is well suited to the allergic infant. 


PABLUM High Protein Cereal is useful when the 
diet requires added protein. It has been noted that 
“addition of PABLUM to infants’ diets consider- 
ably increased the amount of fluorine ingested’’*— 
an important consideration for caries prevention. 


When you specify PABLUM, you are sure of safe, 
sound, nutritious cereals for baby’s early years. 


Spe cified by ph ys Clans Jor ned) ly 30 years. 

References: (1) Bartram, J. B., in Nelson, W. E.: Textbook of Pedi- 
atrics, ed. 7, Philadelphia, W. B. Saunders Company, 1959, p. 128. 
(2) Benson, R. A., and Kimball, F. T.: Arch. Pediat. 64:476, 1947. 
(3) Ham, M. P, and Smith, M. D.: J. Nutrition 537:215, 1954. 


Edward Dalton Co. 


A DIVISION OF 


MEAD JOHNSON & COMPANY 


sare 


Quality products from nutritional research 








7in strains 
Or Sprains 


can makea 
difference to 
{your patient/ 


reduce recovery | 

time/add 

comtort to 
convalescence | 
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not 
a general- 


purpose 
antibiotic 








Indications — Albamycin is indicated in the treatment of staphy- 
lococcic infections, particularly in patients sensitive to other 
antibiotics or in the infections in which the organism is resistant 
to other antibiotics and sensitive to Albamycin, and in urinary 
tract infections due to microorganisms resistant to other com- 
monly employed antibacterial agents but sensitive to Albamycin 
—notably certain strains of Proteus. 

Administration and Dosage —Capsules and Syrup: The recom- 
mended dosage in adults is 500 mg. every twelve hours or 250 
mg. every six hours, continued for at least forty-eight hours after 
the temperature has returned to normal and all evidence of in- 
fection has disappeared. In severe or unusually resistant infec- 
tions, 0.5 Gm. every six hours or 1 Gm. every twelve hours may 
be employed. The dose for children is 15 mg. per kilogram of 
body weight per day for moderately acute infections; this may 
be increased to 30 to 45 mg. per kilogram of body weight per day 
for severe infections. These doses may be administered on sched- 
ules similar to those for adults. 

Parenteral: Intramuscularly—5 cc. of Albamycin solution may be 
used directly by slow injection deep into the gluteal muscle. 
Intravenously — it is recommended that 5 cc. of Albamycin solu- 
tion be diluted further with 250 to 1000 cc. of sterile injection 
solution of sodium chloride, Darrow’s solution, or Ringer’s solu- 
tion and administered by intravenous infusion, or by diluting to 
a suitable quantity and administered by continuous drip infusion. 
Do not use with dextrose solution. When it is necessary to use a 
smaller volume intravenously, 5 cc. of Albamycin solution may 
be diluted to a minimum of 30 cc. with one of the above diluents 
and administered slowly over a period of five to ten minutes to 
avoid irritation of the vascular endothelium. The dosage for 
adults is 500 mg. Albamycin administered either intramuscularly 





Albamycin is not a broad-spectrum anti- 
biotic, recommended for routine infec- 
tions. It is specific for staphylococci 
(including resistant strains), and its use 
alone should (with the exceptions listed 
below) be limited to those cases in which 
staph is known or strongly suspected to 
be the causative organism. 


Albamyeiri 


or intravenously every twelve hours. For children with moderately 
acute infections, the dosage is 15 mg. per kilogram of body 
weight per day. The daily dosage should be administered in two 
divided doses at intervals of twelve hours. As soon as the 
patient’s condition permits, parenteral Albamycin should be re- 
placed with oral Albamycin therapy. 

Side Effects —Albamycin is a substance of low toxicity but is 
capable of inducing urticaria and maculopapular dermatitis. Leu- 
kopenia, which was rapidly reversible, has been reported in 
approximately 1% of cases. All of these side effects disappear 
rapidly upon discontinuance of the drug. In a certain few patients, 
a yellow pigment has been found in the plasma. This pigment is 
a metabolic by-product of the drug which, however, may inter- 
fere with determination of bilirubin and icteric index. Its pres- 
ence is not associated with abnormal liver function tests or liver 
enlargement. 

Availabie — Albamycin, 500 mg., sterile, Mix-O-Vial.t Each Mix- 
0-Vial contains: 500 mg. Novobiocin (as novobiocin sodium), also 
175 mg. Nicotinamide; 0.47 cc. N,N-Dimethylacetamide; 42.3 mg. 
Benzy! alcohol; 4.23 cc. water for injection. Albamycin Capsules. 

Each capsule contains: 250 mg. Novobiocin (as novobiocin so- 
dium). Albamycin Syrup. 125 mg. per 5 cc. Each 5 cc. (one tea- 
spoonful) contains: 125 mg. Novobiocin (as novobiocin calcium). 
Preserved with methylparaben, 0.075%, and propylparaben, 0.025%. 

*Trademark, Reg. U. S. Pat. Off. — The Upjohn ~y ‘gd crystal- 
line novobiocin sodium. ¢Trademark, Reg. U. S. Pat. 0 


The Upjohn Company 
Kalamazoo, Michigan 
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e In treating refractory, chronic conditions, 
VARIDASE therapy gives added impetus to 
recovery. In common, self-limiting conditions, 
VARIDASE provides an easier convalescence 
with faster return to constructive living. This 
can be of major importance even to the pa- 
tient with a “minor” condition. © VARIDASE 
Buccal Tablets are indicated to control in- 
flammation following trauma or surgical 
procedures, and in suppurative or inflamma- 
tory lesions of subcutaneous and deep tissues. 





,do all you can 
whenever 

there Is local 
inflammation 


swelling/pain... 


‘‘Normal’”’ recovery is not enough. Now, by adding VARIDASE to you 
procedure, you can release your patient from the stress and pain « 
a ‘‘normal’’ recovery—put comfort in convalescence, shorten the r 
covery cycle, and reap the reward of greater patient appreciation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @@m 












STREPTOKINASE-STREPTODORNASE LEDER 


buccal tablet. 





VARIDASE has no adve 
effect on normal blood clotting. Care should 
taken in patients on anticoagulants or with a di 
cient coagulation mechanism. When infection 
present, VARIDASE Buccal Tablets should 
given in conjunction with antibiotics. 

® Dosage: One buccal tablet four times dé 
usually for five days. To facilitate absorpti 
patient should delay swallowing saliva. 

© Supplied: Each tablet contains 10,000 U1 
Streptokinase, 2,500 Units Streptodornase. Bo 
of 24 and 100 Tablets. 


@ Precautions: 























now...prolonged antipruritic action 
in a chewable tablet 

for chickenpox 

and other pruritic conditions 









































new...unique...pleasant-tasting 


taecaryl? 


chewable tablets 


METHDILAZINE, MEAD JOHNSON 





prolonged antipruritic /antiallergic action... 
not dependent on delayed intestinal release 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 


Tacaryl Hydrochloride is exceptionally valuable in alleviating many types of allergic and 
non-allergic pruritus. For example, in a group of children, 2 to 12 years of age, with 
atopic dermatitis, chickenpox, or contact dermatitis, 80 per cent obtained substantial 

or complete relief of their itching when treated with Tacaryl Hydrochloride. “No patient 
in this age group failed to show some degree of improvement.’”2 


Tacaryl Hydrochloride is also effective in controlling symptoms in a wide variety 
of allergic conditions,?* including hay fever and perennial rhinitis. 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be 
desirable for some patients. 


econtraindications: There are no known contraindications. 


side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, 
headache, and dryness of mucous membranes have been reported infrequently. 


cautions: If drowsiness occurs after administration of Tacaryl Chewable Tablets or Tacary] Hydrochloride, 
the patient should not drive a motor vehicle or operate dangerous machinery, Since Tacaryl Chewable 
Tablets or Tacaryl Hydrochloride may display potentiating properties, it should be used with caution 

for patients receiving alcohol, analgesics or sedatives (particularly barbiturates). Because of reports that 
phenothiazine derivatives occasionally cause side reactions such as agranulocytosis, jaundice and orthostatic 
hypotension, the physician should be alert to their possible occurrence...though no such reactions 

have been observed with Tacaryl Chewable Tablets or Tacaryl Hydrochloride, 


supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 
(Dec.) 1960. (2) Howell, C. M., Jr.: North Carolina M. J. 21:194-195 (May) 1960. (3) Clinical Research Division, 

Mead Johnson & Company. (4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. 
(5) Crepea, S. B.: J. Allergy 31:283-285 (May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 
53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. 

(8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 6/:219-229 (Jan. 15) 1961. MARCH, 61 347R61 
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happy mother, cheerful baby 









because their physician has kept 
her baby well nourished, healthy—and 


: free from diaper rash 


OINTMENT 


Protects against irritation of urine and excrement; 
markedly inhibits ammonia-producing bacteria; 
soothes, lubricates, stimulates healing. 








. } 

» For samples of Desitin Ointment, pioneer external cod liver oil therapy, write... | 

DESITIN cnemica. company — 
812 Branch Avenue, Providence 4,R.1. | 
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CAROTID ARTERIAL INSUFFICIENCY— SURG/CAL CORRECTION 
FRaadiograph on Kodak Blue Brand X-ray Film; 
surgery photographed on Kodak Ektachrome Film 


FIGURE 1. 
Six steps in the surgical treatment. [irsi. 
what the radiologist saw: next. what the surgeon 
did. Radiographs and photographs together pro- 
vide a clear. objective record basis for lectures. 
discussions and papers. 

From original Kodak Ektachrome Film trans- 
parencies such as those reproduced here. slides. 
prints, black-and-white or color. may be obtained 

—invaluable today. tomorrow. vears from now. 


vet obtainable at relatively small cost. 


Figure 1: Preoperative carotid arteriogram shows carotid 
arteries with sclerotic narrowing of the internal carotid 
artery at its origin. Figure 2: Incision along anterior 
border of the sternocleidomastoid muscle. FIGURE 2. 



















CAROTID ARTERIAL INSUFFICIENCY— SURG/CAL CORRECTION (conta) 
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FIGURE 5. F.'. URE 6. 


Figure 3: Retraction of sternocleidomastoid muscle exposes deep cervical fascia. (Parotid gland now visible at upper 

pole of incision.) Figure 4: Tapes in place about internal jugular vein. Figure 5: Tapes around the carotid arteries. 

Figure 6: Internal carotid artery open and arteriosclerotic “core” being removed. Note how effectively color establishes 
y OF l 


tissue differentiations. 


For Medical X-ray Film: Look to Kodak for highest quality medical x-ray film— 
Kodak Blue Brand and Kodak Royal Blue, Kodak’s fastest x-ray film. 

For color materials: Look to Kodak for film for every photographic purpose: Koda- 
chrome Film for miniature and motion-picture cameras; Kodak Ektachrome Film and 
Kodak Ektacolor Film for sheet-film cameras; and Kodak Ektachrome Film and Koda- 


color Film for roll-film and miniature cameras; also Kodak color print materials. 


Order Kodak x-ray products from your Kodak x-ray dealer, 
Kodak photographic products from your Kodak photographic dealer. 


: O dak X-ray Sales Division, EASTMAN KODAK COMPANY, Rochester 4, N.Y. 














Of all leading brands 
of vegetable oils... 


Mazola 


liquid corn oil 
is best for 
replacing 

saturated fats 


because Mazola is both unexcelled in polyunsaturates 





(that reduce serum cholesterol) and lowest in saturates 


(that raise serum cholesterol). 


COMPOSITION OF MAZOLA CORN OIL 


Mazola Corn Oil has the following 


HERE’S CORN OIL* average composition: 

PROOF: pati Grams/ 

: Grams fl. oz. (2 
This chart shows COTTONSEED ol * Fatty Acids 100 grams |tablespoons) 
that the ratio of Polyunsaturates... 52-58 14-15.7 
polyunsaturates PEANUT OIL * Monounsaturates.. 28-36 7.5-9.7 
to saturates pro- DE 2655460 10-14 2.8-3.8 
vided by Mazola OLIVE OL * Natural Sitosterols... 1 (0.9-1.3) 0.14 
Corn Oil is more ante apnea . about 0.1 0.015 
then tadion thi f ; olesterol......... none none 
eamphnecaon ad *U.S. Dept. of A ture Salt (Sodium chloride) none | none 





vegetable oil. Calories—125/tablespoon 


lodine value—124 average 





CORN OIL CONTINUES TO BE A PREFERRED 
VEGETABLE OIL IN NUTRITIONAL STUDIES 
OF HYPERCHOLESTEROLEMIA. 


FREE! 
Valuable aid for guiding your hypercho- 
lesterolemic patient in dietary control: 
A Pad of Menu Guides based on 2,000 
calories per day, with which you may 
readily construct a diet pattern best 
suited to your patient’s needs. 


azola 


MA PURE 


CORN OIL 






Your patients will find Mazola Corn Oil ideally 
suited for salad dressings, baking and frying. 
By instructing them to use Mazola in place of 
a substantial portion of more saturated types 
of fat, and to watch their caloric intake, you 
frequently will be able to lower the serum choles- 
terol with minimum changes in eating habits. 


MAZOLA CORN OIL IS ALSO AVAILABLE IN CANADA, 
WESTERN EUROPE, LATIN AMERICA AND MANY OTHER 
COUNTRIES THROUGHOUT THE WORLD 


Just write on your letterhead to: 
CORN PRODUCTS COMPANY, 
10 EAST 56 STREET, NEW YORK 22, N. Y. 
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Now arthritic flare-ups 
can be controlled 
with much lower steroid dosages 





With Somacort to relax muscles and relieve pain, 
tender joints need far less steroid 
to reduce inflammation 














Somacort is a safe, logical step-up in 
treatment during the rough days when 
your patients need more than salicy]- 
ates to keep comfortable and active. 
Soma, by itself, benefits many ar- 
thritics by relieving the muscle spasm 
and pain which arise from joint inflam- 
mation. Thus with Somacort, which 
combines Soma with prednisolone, the 
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amount of steroid needed to control in- 
flammation' can be kept within more 
conservative limits. 

Somacort is well tolerated even 
when used for long-term therapy in 
more serious cases. 


1. Wein, A. B.; The Use of Carisoprodol (SOMA) in Orthopedic 
Surgery and Rehabilitation, Miller, James G., ed., Wayne State 
University Press, Detroit, Michigan, 1959. 


Recommended dosage: 1 or 2 tablets q.i.d. (Each tablet 
contains 350 mg. carisoprodol, 2 mg. prednisolone) 


SOMACOIR TI" 


(carisoprodol, Wallace, with prednisolone) 


Wallace Laboratories, Cranbury, New Jersey 
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Or a 
calm view 
0 yf the 


IMETLOPQUuse 
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PMB. 


“PREMARING” WITH 
MEPROBAMATE 


provides desired tranquilization 
plus required estrogen replacement 


PMB combines the effective calmative action of meprobamate, together with 
“Premarin,” the most widely prescribed natural oral estrogen for specific control 
of menopausal symptoms. 

PMB tranquilizes the overanxious and nervous patient, while “Premarin” gives 
prompt relief of distressing symptoms, imparts a “sense of well-being” and, in 
addition, exerts a protective influence in many vital processes as in cardiovascu- 





lar, bone and protein metabolism. 


Usual dosage: PMB (“Premarin” with Meprobamate)— one 
tablet 3 times daily. Dosage is adjusted to individual re- 
quirements. Cyclic therapy is recommended (3 week regi- 
men with 1 week rest period) to avoid continuous stimula- 
tion of breast and uterus. 


Caution: Meprobamate may produce drowsiness in some pa- 
tients, but this usually disappears with continued therapy 
or reduced dosage. Severe allergic reactions are rare, but if 


they occur, this calls for immediate withdrawal of drug and 
treatment (epinephrine, antihistamines, or hydrocortisone). 


Availability: No. 880—PMB-200—Each tablet contains 
0.4 mg. conjugated estrogens, equine (“Premarin”) and 
200.0 mg. meprobamate. No. 881— PMB-400—Each tablet 
contains 0.4 mg. conjugated estrogens, equine (“‘Premarin”) 
and 400.0 mg. meprobamate. (Both products in bottles of 
60 and 500.) 


(on) AYERST LABORATORIES New York 16, N.Y. * Montreal, Canada 














































to combat the three-pronged assault of urinary tract 


infections — bacteriuria — tissue infection— discomfort 


UROBIOTIG 


COSA-TERRAMYCIN® — SULFONAMIDE — ANALGESIC 


Only UROBIOTIC contains: OXYTETRACYCLINE 
(with glucosamine for enhanced absorption) 
— notable for its wide tissue distribution, high 
urinary concentration, excellent toleration and 
proven antibiotic effectiveness against even so 


IN BRIEF \. 


INGREDIENTS: Each Urobiotic capsule contains 125 mg. 
Terramycin® (oxytetracycline) with 125 mg. glucosamine 
HCl, 250 mg. sulfamethizole, and 50 mg. phenylazo- 
diamino-pyridine HCl. 


INDICATIONS: Urobiotic is indicated in the treatment of 
a number of common genitourinary infections caused 
by susceptible organisms. It may also be used prophylac- 
tically before and after genitourinary or pelvic surgery, 
following instrumentation procedures, during the use of 
retention catheters, and in patients with conditions such 
as cord bladder or cystocele. 


DOSAGE: In adults, a dose of 1 or 2 capsules four times 
daily is suggested, depending upon the severity and re- 
sponse of the infection. In children 60 to 100 Ibs., the 
suggested average dose is 1 capsule four times daily; in 
children under 60 lbs., 1 capsule three times daily. Therapy 
should be continued for a minimum of 7 days or until 


troublesome an invader as Pseudomonas; suL- 
FAMETHIZOLE — an unusually soluble, highly 
active sulfonamide; PHENYLAZO-DIAMINO- 
PYRIDINE — for effective local analgesia. 


CONTRAINDICATIONS: Urobiotic may be contraindicated 
in patients with chronic glomerulonephritis, hepatitis, 
hepatic failure, uremia, and obstructive lesions of the 
urinary tract, and should not be used in patients sensitive 
to any of its components. 


PRECAUTIONS: The use of broad-spectrum antibiotics may, 
in rare cases, result in an overgrowth of nonsusceptible 
organisms, such as monilia or staphylococci. Should such 
superinfection occur, therapy with Urobiotic should be 
discontinued and specific therapy instituted as shown by 
susceptibility testing. The use of sulfonamides may cause 
renal crystalluria or skin rash, as well as other toxic 
or sensitivity reactions. If any of these occur, discon- 
tinue use. 


age Urobiotic capsules, yellow-and-grey, bottles 
of 50. 


bacteriologic cure is effected in acute urinary tract More detailed professional information 
infections. Pfizer) available on request. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York Science for the world’s well-being® 











7 : . Sheri 
The experience to date with aii 


riseofulvin has been so promising 


rr the management of Microsporum 
udouint, Trichophyton tonsurans 
nd Trichophyton violaceum that 1 
as become the treatment 
of choice for these imn- 
lections of the scalp.- 


Supplied: Futvictn Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 

in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 
complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 


SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 


griseofulvin 


S-826 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM ‘NFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C. 














IN PEPTIC ULCER AND HYPERACIDITY 
with associated TENSION and NERVOUSNESS 


NACTISOL 


suppresses gastric acid secretion at the parietal cell level 
decreases gastrointestinal hypermotility 


relieves nervousness and tension 





NACTISOL combines: 
NACTON® 4 mg. __ new inhibitor of gastric acid secretion and hypermotility 


poidine methyisulfatet 
“*,.- reduces the total output of gastric HCl by about 60%””! 
plus | 





BUTISOL sopium® 15 mg. **daytime sedative’’ with highest therapeutic 


butabarbital sodium 


index? (highly effective, minimal side effects) 


smooth, predictable sedation of 6 hours’ duration 


Side effects with NACTISOL therapy have been minimal.** 


NACTISO c. ..in scored, yellow tablets—bottles of 100 

















—chief cell 


Typical gastric (pepsin-producing). 


secretory gland. 
—parietail cell 
b (acid-producing). 


NACTISOL INHIBITS GASTRIC ACID SECRETION AT THE PARIETAL CELL LEVEL 


. Douthwaite, A. H.: The Development of the Treatment of Duoden 
Ulcer, Proc. Roy. Soc. Med. 51:1063-1068 (December) 1958, 


. Batterman, R. C., Grossman, A. J., Leifer, P., and Mouratoff, G. ] 
Clinical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-5( 
References (October) 1959. 
. Steigmann, F.: Clinical Report to McNeil Laboratories. 
. Lorber, S. H.: Clinical Report to McNeil Laboratories, December 6, 196 
. Rider, J. A.: Clinical Report to McNeil Laboratories. 


Mec NEI J menett LABORATORIES, INC., Fort Washington, Pa. 
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Here are five reasons why: 


+ Provera is the only commercially - available 
oral progestational agent that will maintain 
pregnancy in critical tests in ovariectomized 
animals. 

+ It is four times as potent (by castrate 
assay) as any other progestational agent. 

* No significant side effects have been encountered. 

¢ It is available for both oral and parenteral 
administration 

* Provera gives the economy of effective action 
from small doses. 


Brief Basic Information 
~om— | M. 


TT | 


@ Oral Provera* 


Depo-Provera** 





Description 


Upjohn brand of medroxy- 
progesterone acetate. 


Aqueous suspension, 
50 mg. Provera per 
cc., for intramuscu- 
lar injection only. 





indications 


Threatened and habitual 
abortion, infertility, dys- 
menorrhea, secondary 


Threatened and ha- 
bitual abortion, en- 
dometriosis. 





objective: 


full term 
fetus 


complication: 











threatene 
| abortien 
* Provera 






amenorrhea, premen- 
strual tension, functional 
uterine bleeding. 





Dosage 10 to 30 mg. daily until 50 mg. |. M. daily 
Threatened acute symptoms subside. while symptoms are 
abortion — ener 

wee 


through ‘Ist trimes- 
ter, or until fetal 
viability is evident. 








Habitual 
abortion 
1st trim. 10 mg. daily. 50 mg. 1.M. weekly. 
2nd trim. 20 mg. daily. 100 mg. I.M. q. 2 
wks. 








3rd trim. 40 =. tw y, through 100 me. i1.M. q. 2 
8th m wks. through 8th 

month. 
Supplied: 2.5 mg. scored, pink tab- Sterile aqueous sus- 


lets, bottles of 25; 10 
mg. scored, white tab- 
oo bottles of 25 and 


pension for intra- 
muscular use storf 
50 mg. per cc., in 
lcc. and 5 cc. vials.f 


Precautions: Clinically, Provera is weil tolerated. No significant un- 
toward effects have been reported. Animal studies show that 
Provera possesses adrenocorticoid-like activity. While such adreno- 
corticoid action has not been observed in human subjects, patients 
receiving large doses of Provera continuously for prolonged periods 
should be observed closely. Likewise, large doses of Provera have 
been found to produce some instances of female fetal masculiniza- 
tion in animals. Although this has not occurred in human beings, 
the possibility of such an effect, particularly with large doses over 
a long period of time, should be considered. 

Provera, administered alone or in combination with estrogens, 
should not be employed in patients with abnormal uterine bleeding 
until a definite diagnosis has been established and the possibility 
of genital malignancy has been eliminated. 

















/ +Each cc. of Depo-Provera contains: Medroxyprogesterone acetate, 

f 50 mg.; Polyethylene glycol 4000, 28.8 mg.; Polysorbate 80, 
1.92 mg.; Sodium chloride, 8.65 mg.; Methylparaben, 1.73 mg 
Propylparaben, 0.19 mg.; Water for injection, q.s. 


The Upjohn Company, Kalamazoo, Michigan 
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for the 


tense 
and anxious 
patient... 
— ais 
> 
~ -_ 


a sustained-release tranquilizer 
that does not cause autonomic side reaction 


e WELL TOLERATED, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule — without causing autonomic side reactions and with little or no 
impairment of mental acuity, motor control or normal behavior. 


e ECONOMICAL for the patient — daily cost is only a dime or so more than for 
barbiturates. 


Meprospan-400 


400 mg. meprobamate (Miltown®) sustained-release capsules 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 
Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). - 
Meprospan-200, each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


Wy) WALLACE LABORATORIES / Cranbury, N. J. 








In over slx years 














...for the tense and nervous patient 


Miltown is a known drug and a dependable friend. Its few 
side effects have been fully reported. There are no surprises 

- in store for either the patient or the physician. This is why, 
despite the appearance of ‘“‘new and different’’ tranquilizers, 
meprobamate (Miltown) is prescribed more often than any 
other tranquilizer in the world. 


i 
| 
‘ 
| 
| 
i 
| 
| 
| 
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| ce @ WALLACE LABORATORIES / Cranbury, N. J. 
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of clinical use... 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 





Outstandingly Safe 


simple dosage schedule relieves anxiety dependably — 
1 without the unknown dangers of “‘new and different” drugs 


9 does not produce ataxia, stimulate the appetite or 
alter sexual function 


3 no cumulative effects in long-term therapy 


4 does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 





5 does not muddle the mind or affect normal behavior 


Miltown’ 


meprobamate (Wallace) 





Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets; bottles of 50. Also as MEPROTABS* 
— 400 mg. unmarked, coated tablets; and in 
sustained-release capsules as MEPROSPAN®-400 
and MEPROSPAN®-200 (containing respectively 
400 mg. and 200 mg. meprobamate). 


*TRADE-MARK 
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| know 
effective 





The continuing clinical effectiveness 

of Terramycin therapy derives as always 
from its proven antibiotic characteristics— 
rapid absorption; notably wide distribution 
in body tissues and fluids; high, active 
urinary concentrations; and a broad 
anti-infective spectrum embracing even 
such a troublesome organism as Pseudomonas. 
Additionally, Terramycin therapy provides 
the assurance of a 10-year record of 
exceptional toleration. 


Cosa-Terram 


OXYTETRACYCLINE WITH GLUCOSAMINE 





IN BRIEF pe 


Ebroviding qualities 


that ensure broadly 
effective antibiotic the rapy 


ycin 


today’s oral form of Terramycin 
ly 





Cosa-Terramycin provides oxytetracycline 
(Terramycin®) with glucosamine for maxi- 
mum absorption. 


INDICATIONS: Because oxytetracycline is effec- 
tive against both gram-positive and gram- 
negative bacteria, rickettsiae, spirochetes, 
large viruses, and certain parasites (amebae, 
pinworms), Cosa-Terramycin is indicated in 
a great variety of infections due to suscepti- 
ble organisms, e.g., infections of the respira- 
tory, gastrointestinal, and genitourinary 
tracts, surgical and soft-tissue infections, 
ophthalmic and otic infections, and many 
others. 


ADMINISTRATION AND DOSAGE: Adults: 1 
Gm. of oxytetracycline daily in four divided 
doses is usually effective. In severe infections, 
a larger dosage (2-4 Gm. daily) may be in- 
dicated. Infants and children: 10-20 mg. of 
oxytetracycline per lb. of body weight daily. 
Certain diseases are treated in courses. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics 
may allow overgrowth of nonsusceptible 
organisms — particularly monilia and resist- 
ant staphylococci. If this occurs, discontinue 
medication and institute indicated suppor- 





tive therapy and treatment with other ap- 
propriate antibiotics. Aluminum hydroxide 
gel has been shown to decrease antibiotic 
absorption and is therefore contraindicated. 
Glossitis and allergic reactions are rare. 
There are no known contraindications to 
glucosamine. 


SUPPLIED: Cosa-Terramycin Capsules, 250 
mg. and 125 mg. Terramycin is also avail- 
able in: Cosa-Terrabon® Oral Suspension, 
a palatable preconstituted aqueous suspen- 
sion containing 125 mg. per 5 cc. teaspoonful, 
bottles of 2 oz. and 1 pint; Cosa-Terrabon® 
Pediatric Drops, a palatable preconstituted 
aqueous suspension containing 5 mg. per 
drop (100 mg. per cc.), bottle of 10 cc. with 
calibrated plastic dropper; and Terramycin 
Intramuscular Solution, conveniently pre- 
constituted, in the new 10 cc. multi-dose 
vial, 50 mg. per cc., and in 2 cc. prescored 
glass ampules, containing 100 mg. or 250 
mg., packages of 5 and 100. In addition, a 
variety of other systemic and local dosage 
forms are available to meet specific thera- 
peutic requirements. 

More detailed professional information available on request. 
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ig “PlL_EGINE” 


BRAND OF PHENDIMETRAZINE BITARTRATE 


new, potent appetite-suppressant 








“Plegine’’provides strong appetite suppression, yet 
does not penalize the patient with disturbing side 
effects. 

An average weight loss of more than a pound per 
week has been shown clinically—even without di- 
etary restriction. Weight loss has been obtained with 
virtual absence of CNs and cardiovascular compli- 
cations. No significant effect on heart rate, blood pres- 
sure,and respiration has been reported. Episodes of 
nervousness and insomnia have been rare and usu- 
ally minor. “Plegine” truly offers: 


































FIRM APPETITE DISCIPLINE 
WITH A“VELVET TOUCH” 














“PLEGINE” provides unique benefits 
in the management of obesity 


® suppression of appetite readily and easily achieved 
® significant weekly weight loss recorded clinically 


@ virtually no effects on blood pressure, pulse, 
and respiration 


® low incidence of nervousness and insomnia 
® no tolerance reported to date 
@ high degree of patient acceptability 


DOSAGE AND ADMINISTRATION: The usual suggested dosage is 1 tablet b.i.d. 
or t.i.d., one hour before meals. Dosage, however, should be adjusted to the needs of 
the patient. In some cases, 2 tablet per dose will suffice; in others, 2 tablets b.i.d. or 
t.i.d. may be required. 

A dietary regimen is advisable in conjunction with appetite-suppressant therapy. 


AVAILABILITY: No. 755—Each “Plegine” Tablet contains 35 mg. of Phendimetra- 
zine bitartrate (scored), bottles of 100 and 1,000. 


CAUTION AND CONTRAINDICATIONS: No adverse effects on blood pressure, 
heart rate and respiration have been reported with “Plegine.” However, as is true 
for all medication of this type, “Plegine” is not recommended for patients with cor- 
onary disease, severe hypertension, or thyrotoxicosis, and should be used with caution 
in highly nervous or agitated individuals. 
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for relief of painful leg cramps 
of peripheral vascular disease 





VASODILAR, 


ve hydrochloride, Mead Johns 


<= 
myo- 5S x -vascular relaxant 


increases deep peripheral circulation by direct action 
..-without troublesome side effects 
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vs at rest, DeWeese* 
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ercising patient prior to post- 
hercise palpation of pulses. 
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Blexercise Ladies chantion of blood 
ito dilated collaterals. 





ee, J. A.: New England J. Med. 262:1214-1217 (June 16) 1960. 


PLE OFFICE TEST* EXPEDITES TREATMENT 


A recent report* shows 
that peripheral arterio- 
sclerosis as a cause of in- 
termittent claudication 
is frequently overlooked 
because early in the dis- 
ease the patient may 
have adequate pedal 
pulses if he is examined 
only at rest. 


13 patients with fatigue, aching or severe leg 
pmps, all of whom had readily palpable pedal 
demonstrated disappear- 
ce of these pulses following sufficient exercise to 
gon pain. In his test, patients ran in place at 


140 to 160 steps a min- 
ute until claudication 
occurred. A _ possible 
explanation of this phe- 
nomenon “...is based on 
the shunting of the in- 
sufficient blood supply to 
smaller, vasodilated ar- 
teries so that weakened 
pulsations are observed 
in the larger arteries.’’* 


ed on his findings, DeWeese recommends “...that 
exercise test be performed on any patient with 


symptoms suggestive of 
intermittent claudica- 
tion who has palpable 
pedal pulses [at rest], be- 
fore obstructive athero- 
sclerosis is ruled out asa 
cause of thesymptoms.”’* 


Awareness of this phe- 
nomenon, with routine 
performance of the ex- 


se test, will undoubtedly help increase early diag- 

‘is of peripheral vascular disease. Consequently, 
Fiment can be instituted sooner, improving the 
‘lihood of a favorable response to therapy. 


peripheral 
















ex:imination of postexercise pedal pulses key to earlier 
detection 


vascular disease 


VASODILAN IS CLINICALLY EFFECTIVE** 


“Tsoxsuprine hydrochloride [VASODILAN] was ad- 
ministered orally for a median period of seven 
months to 46 patients suffering from arteriosclerosis 
obliterans. Objective improvement could be demon- 
strated in...[about 85 per cent] of these.’”! 


“Tsoxsuprine [VASODILAN] was used in the man- 
agement of arteriosclerosis obliterans in 46 pa- 
tients....”” The average “maximal walking distance, 
measured in 41 patients, more than doubled...dur- 
ing isoxsuprine [| VASODILAN] therapy....’”2 


“With strictly a clinical office approach, isoxsuprine 
[VASODILAN] was used in the treatment of 100 
patients with peripheral vascular disorders. Defi- 
nite clinical improvement was obtained in 89 per 
cent of these patients.’”* 


VIRTUALLY NO SIDE EFFECTS WITH ORAL DOSAGE! 


In astudy of 100 patients, “On an oral dose...no side 
effects have occurred.’’? “‘With oral administration, 
there are no contraindications.’? “There were no 
significant side-effects...suggestive of the existence 
of contraindications.””! 


Contraindications: There are no known contraindications to 
oral administration of VASODILAN in recommended doses. 


Cautions: VASODILAN should not be given immediately post- 
partum or in the presence of arterial bleeding. Parenteral 
administration is not recommended in the presence of hypo- 
tension or tachycardia. Intravenous administration is not 
recommended because of the increased likelihood of side effects. 


Side effects: Few side effects occur when given in recom- 
mended oral doses. Occasional palpitation and dizziness can 
usually be controlled by dosage adjustment. Single intramus- 
cular doses of 10 mg. or more may result in hypotension or 
tachycardia. 


Dosage and administration: Oral—10 to 20 mg. (1 to 2 tablets) 
t.i.d. or q.i.d.; 1.M.—5 to 10 mg. b.i.d. or t.i.d. 


Supplied: 10 mg. tablets in bottles of 100; in 2 cc. ampuls con- 
taining 10 mg. (5 mg./cc.) for intramuscular use, boxes of 6. 


For complete details on indications, dosage, administration, 
and clinical background of VASODILAN, see the brochure of 
this product available on request from Mead Johnson Labora- 
tories, Evansville 21, Indiana. 


References: (1) Samuels, S. S., and Shaftel, H. E.: J.A.M.A. 171:142-144 
(Sept. 12) 1959. (2) Kaindl, F.; Samuels, S. S.; Selman, D., and Shaftel, H.: 
Angiology 10:185-192 (Aug.) 1959. (3) Clarkson, I. S., and Le Pere, D. M.: 
Angiology 11:190-192 (June) 1960, 








Mead Johnson 
Laboratories 





Symbol of service in medicine 
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Many MIGRAINE attacks 
can be stopped at the start 
by the prompt use of... 





Advantage 


‘MIGRAL’ permits maximum ergotamine therapy with the first dose 
—— because the ‘MIGRAL’ formula includes the proved antiemetic, 
cyclizine hydrochloride, to counteract the tendency to nausea and 
vomiting. 


Dosage 


‘MIGRAL’ should be taken immediately at the start of a migraine 
attack, and the effective dosage should be determined on an indi- 
vidual basis. When the total dosage necessary to stop an attack has 
been determined, that amount should be taken as initial dosage in 
subsequent attacks. 


In general, 2 to 4 ‘MIGRAL’ tablets taken at the first sign of an 
attack will terminate a headache by preventing progression to the 
vasodilation stage. If treatment is not started sufficiently early to 
achieve this result, an additional 1 or 2 tablets should be admin- 
istered every half hour until the patient is relieved, or until a total 
dosage of 6 tablets has been taken. 


Caution 


It is recommended that not more than 6 tablets be taken during a 
single attack, nor more than 10 tablets per week. 


Each sugar-coated ‘MIGRAL/’ tablet provides: 


ee ee rrr eee 1 mg. 
‘Marezine™® brand Cyclizine Hydrochloride. ....... 25 mg. 
RENN 6:55 Good so arta laa res area esas ie 50 mg. 


In bottles of 20 and 100 tablets. 


Bra BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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sinusitis 
and | 
urethritis 


or 
other . 
infections 





antibiotic therapy with 


ECLG 


CAPSULES, 150 mg., 75 mg. Dosage: Average infections— = PRECAUTIONS — As with other antibiotics, prctomycis 
150 mg. four times daily. Severe infections—Initial dose of — occasionally give rise to glossitis, stomatitis, proctitis, MY gog 
300 mg., then 150 mg every six hours diarrhea, vaginitis or dermatitis. A photodynamic react tw) 


a y a a ‘ F sunlight has been observed in a few patients on DECLOY 
PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with cali- Although reversible by discontinuing ccna patients s! 
brated, plastic dropper. Dosage: 1 to 2 drops (3 to 6 mg.) avoid exposure to intense sunlight. If adverse reaction ot ans 
per pound body weight per day — divided into four doses. syncrasy occurs, discontinue medication. = 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). Qyergrowth of nonsusceptible organisms is a_ possibility 
Dosage: 3 to 6 mg. per pound body weight per day—divided — pectomycin, as with other antibiotics, and demands tha qn 
into four doses. patient be kept under constant observation. “=* 


LEDERLE LABORATORIES. a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ifn added measure of protection 


MYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 








OMYCIN 


itis] against relapse—up to 6 days’ activity on 4 days’ dosage 
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ioe against secondary infection—sustained high activity levels 
sibility es a pay j 
“| against “problem” pathogens—positive broad-spectrum antibiosis 
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LIFTS 
DEPRESSION 
AS IT 

CALMS 
NXIETY 


“I feel like my old self again!” Thanks to your balanced Deprol ther- 
apy, her depression has lifted and her mood has brightened up — while her 
anxiety and tension have been calmed down. She sleeps better, eats better, 
and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “‘seesaw”’ effects 
of energizers and amphetamines. While ener- 
gizers and amphetamines may stimulate the 
patient —they often aggravate anxiety and 


antidepressant drugs, which may take two to six 
weeks to bring results, Deprol relieves the 
patient quickly — often within a few days. Thus, 
the expense to the patient of long-term drug 




















tension. 


And although amphetamine-barbiturate combi- 
nations may counteract excessive stimulation — 
they often deepen depression and emotional 
fatigue. 


These “seesaw” effects are avoided with Deprol. 
It lifts depression as it calms anxiety —a bal- 
anced action that brightens up the mood, brings 
down tension, and relieves insomnia, anorexia 
and emotional fatigue. 


Acts rapidly — you see improvement in a few 
days. Unlike the delayed action of most other 


. 
oe Ww} WALLACE LABORATORIES / Cranbury, N.J. 


therapy can be avoided. 


Acts safely—no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, 
hypotension, psychotic reactions or changes in 
sexual function — frequently reported with other 
drugs. 


“Deprol* 


Dosage: Usual starting dose is 1 tablet q.i.d. When neces- 
ary, this may be gradually increased up to 3 tablets q.i.d 
Composition: 1 mg. 2-diethylaminoethy! benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate 
Supplied: Bottles of 50 light-pink, scored toblets. Write 
or literature and samples. 
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CEDRIC CAMPBELL 
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Bonds for investment and speculation . . . an introduction to an impor- | edicine 

tant but less well-known field of investment. ! 
! 
| 

June 1961 


As a form of investment, bonds for years have been the almost 
exclusive preserve of large financial institutions or of ultra- 
conservative wealth. 








As a medium for speculation, they have historically attracted only the 
highly sophisticated, highly venturesome elements of the financial 
community. 


Despite the general public's haziness about bonds, they are today fast 
acquiring new adherents — both as a field for investment and for rapid 
and substantial capital appreciation. 








Some of the factors behind this are: a) bond yields are rising as 
stock yields go down; b) some bonds offer big tax-saving benefits, 
and c) growing awareness of the speculative opportunities in bonds. 














* * * * * 


To understand why there is still so little familiarity with bonds 
even on the part of many financial professionals — is to understand 
why they remain so widely neglected . . . and why they offer many 
opportunities for capital appreciation and income. 


Two of the primary causes: 1) Bonds pay far lower commissions to 
brokers (a typical $5,000 stock sale brings the broker about $45; the 
same dollar-sale in bonds nets him only $12.50). 2) By far the 
greater part of all promotion and publicity (including the New York 
Stock Exchange itself) deals with the advantages of stocks. 





More bluntly, bonds aren't always easy to buy. (Case in point: There 
are less than 20 Government bond dealers in the country.) Most 
brokers, if pressed, will help you — but, in many cases, they'll have 
to go in for a bit of self-education on the subject before knowing 
the best way to go about it. 





But more on that later. The advantages in bonds will be more clear 
from exploring this basic question: 


WHAT IS A BOND? 


A bond is a promise to pay . . . an evidence of a stated amount of debt 
akin to, but far more handsomely printed than, a promissory note. 





























It may be issued by the government, by a municipality, by private 
corporations. Ordinarily its face value is $1,000, and its period of 
maturity is 20 years or more. It pays a guaranteed interest ranging 
from 4%, in the case of most government bonds, to 6% or more in the 
case of most corporate bonds. Interest payments usually come in the 
form of perforated coupons, dated with each interest due date, 
attached to the bond. 


Thus a $1,000 5% bond will pay the investor $50 interest a 
year for each year of its life, plus the $1,000 face value on 
maturity .. . or a total of $2,000 over a 20-year period. 


Bonds may be "secured" by income-producing properties; e.g., in the 
case of certain municipals, toll highways and bridges. With a govern- 
ment, its bond is only as good as its word. Corporate bonds are backed 
by the assets and earnings of the issuing company. 





Unsecured bonds are called "debentures" — liens on the credit of the 
issuer, rather than liens on a specific piece of property. 





As a general rule, the lower the interest rate, the sounder, 
less speculative the bond. 








Governments (U.S.) are almost always rated triple-A, pay the 
lowest interest. But interest from government bonds is exempt 
from state taxes. Similarly, interest from municipal bonds is 
exempt from federal taxes. 


This latter feature of bonds is one of the charms they hold for high- 
bracket investors. In municipal bonds, for example, a tax-exempt yield 
of 5% is equivalent to a 10% taxable yield to an investor in the 

50% bracket. 


Part of the mystery surrounding bonds is probably due to the way they 
are traded. Stock Exchange quotations for bonds, for example, are not 
expressed in terms of direct dollar selling prices, as in the case of 
stocks. Rather, they are quoted in percentages of a par of $1,000. A 
typical bond price quotation might read: 


Tes BE Res sh ec sees 105% 


Translated, this means that an issue of American Telephone and Tele- 
graph bonds carrying an interest coupon of 5%, maturing in 1983, sold 
at 105% of par, or $1,057.50. 


One further basic type of bond warrants discussion: THE CONVERTIBLE. 
Automotively speaking, it couldn’t have been better named: A con- 


vertible bond may be exchanged for the same company’s common stock 
whenever the holder decides common stock offers a better ride for his 


money. 
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Consider Philco convertible bonds maturing 1984 and paying 4%. 
These bonds are convertible before April 15, 1969 into 30 shares 
of Philco's common stock. When the Philco 4% bond was selling 
for a total of $1,170, if this had been converted into the com- 
mon stock then selling at 34, the investor would have had a 
value of only $1,020. However, possession of the bond would have 
given him an option or call on the common stock for a 10-year 
period, and he would have paid a premium of only $150 per bond 
for the privilege. If, therefore, he were optimistic about the 
growth possibilities for Philco, purchase of the bonds would 
have enabled him to share in any future price appreciation at 
the same time that he enjoyed the safer shelter of a bond. 

(Note, however, that because of the relationship between con- 
vertible bonds and the company's common stock, there is both 
more risk and greater fluctuation in the convertible bond than 
in the nonconvertible bond.) 


With this brief summary out of the way, let's consider the possi- 
bilities of bonds as investments or speculations for the practitioner. 


BONDS AS INVESTMENTS 


You can't beat bonds for safety — as an almost hard and fast rule. 
(There are exceptions, which will be treated later under speculation.) 


Safest are treasury bonds (4% interest yield), followed in descending 
order by what are called high-grade bonds (4%%), medium-grade bonds 
(5%) and low-grade bonds (6%). 


In bonds, as in everything else financial, you pay your money and 
take your choice. If it’s tax-exempt income that interests you most, 
you buy either Governments or municipals (depending on which form of 
tax exemption you seek). 





If it's maximum income you want (regardless of tax exemption) you 
look for bonds with a high coupon and selling at a discount from par. 





And if it's safety plus a higher yield than Treasury bonds, you'll 
look first to the blue chips, the country's top industrial and busi- 
ness enterprises. 





In any case, once you've passed beyond the curiosity stage, 
the best procedure is to get a rating on the bond you have in 
mind. Any broker or dealer can get this for you from Moody's, 
Standard & Poor or Fitch, the three principal rating services 
— without cost. (N.B. This may be all he knows about bonds, 
but he'll know this.) 
































Moody's gives 9 ratings in descending order from Aaa to C; 
S&P gives 11, and Fitch 12. In general, ratings are a pretty 
good indication of the reliability of the listed bond. Also in 


general, bonds in the top four categories of ratings will prove 
sound investments. 


When it comes to buying, your own broker or your bank can do this for 
you. 





BONDS AS SPECULATIONS 


There are many ways to speculate in bonds; some simple, some fantas- 
tically intricate (stay away from these!) and some, while strictly 


legal, are liable to be outlawed by the U.S. Department of Internal 
Revenue any day. 


The simple category includes defaulted bonds of certain foreign 
governments. Many investors made tremendous profits in German, 
Japanese and Italian bonds after World War II. At the moment, some 
South American Governments and certain Yugoslavian and Greek issues 
may be attractive. 


Way out on the periphery of speculation are bonds of some Iron Curtain 
countries, notably Czechoslovakia, Poland and China. Polish bonds 

have been actively traded at around 12, and China Government Railway 
5s of 1951 at about 5. If either of the last two countries should 
become more independent of the USSR and begin honoring its bond com- 
mitments — two admittedly very large IFs — the reward could be tre- 
mendous. But the risks, obviously, are large too. 


As a rule, biggest speculative returns are from bonds selling at dis- 
counts and paying a high coupon — the hope is that ultimately they'll 
climb back closer to their par value. Quite a few railroads are in 
this category now — and as some states move to relieve the crisis 
brought by the commuter situation, they could turn out to be smart 
buys for capital appreciation as well as for high income. 


* * * * * 


IN THE NEXT ISSUE: Which Bonds For You? Specific Examples Illustrating 
the Place of Bonds in the Portfolio. 


* * *x . x 


Additional reading on material covered in this article might include: 
"Investments," George W. Dowrie and Douglas R. Fuller, John Wiley & 
Sons, Inc., New York; "R. H. M. Convertible Survey," R.H.M. Associ- 
ates, New York and "Investment Analysis and Management," Lester V. 
Plum and Joseph M. Humphrey, Richard D. Irwin, Inc., Chicago. 


* * * * * 


Information contained in these articles is as accurate as careful checking 


and reliable sources can make it, but cannot, of course, be guaranteed. 











ANNOUNCING 
NEW 10th EDITION of 


THE 
MERCK MANUAL 


of DIAGNOSIS and THERAPY 


The new MERCK MANUAL is 
thoroughly in step with recent di- 
agnostic and therapeutic develop- 
ments. It offers broadened coverage 
with the addition of 20 new sub- 
jects. Each of its 21 main sections 
has been updated. As with previ- 
ous editions dating back 60 years, 
the book’s objective is to provide 
the medical and allied professions 
with a current reference so as to 
facilitate accurate diagnosis and 
promote the employment of effec- 
tive treatment. 


Much New Material Added 


A wide variety of disorders, not 
covered previously, appear in the 
new Tenth Edition. Disturbances 
in inorganic metabolism, dental 
and oral developmental defects, 
the malabsorption syndrome, 
group A streptococcal infections, 
toxoplasmosis, pulmonary granu- 
lomatoses, newly recognized viral 
diseases, and genetic metabolic 
anomalies are all included. 

Other revisions deal with the care 
of normal newborns and preschool 
children; antihistamine, thrombo- 
lytic, diuretic, and psychopharma- 
cologic therapy; the dermatitides; 
resuscitation methods; tubeless gas- 
tric analysis, rheumatoid arthritis 
tests, identification of tumor cells 
in body fluids, the diagnostic use of 
radioisotopes, and many others. 
More than 100 authorities in vari- 
ous fields of medicine served as 
authors or consultants in the hand- 
book’s preparation. Several hun- 
dred prescriptions are included 
along with nine special therapy 
chapters—grouped in one section 
categorized according to clinical 
indications and mode of action. 
The Merck Manual is published by 
Merck Sharp & Dohme Research 
Laboratories, Division of Merck & 
Co., Inc., as part of a program 
of service to the medical and al- 
lied professions. 
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Contains 1900 pages, 384 
chapters; thumb-indexed; 
size 444” x 634”; blue, gold- 
stamped Fabrikoid® binding. 
De luxe, gold-edged edition 
also available. 





USE COUPON TO PLACE YOUR ORDER NOW 





! 
| 
| 
| 


MERCK & CO., INC., Rahway, New Jersey, Dept. PM-6 
Please send me a copy of the new 10th Edition of The Merck 
Manual. I will pay for book or return it within 30 days after receipt. 


] Regular edition $7.50 [) De luxe edition $9.75 
(_] I enclose check for cost of book. 
C) Bill me for cost of book. 


Name 


ee 








Street 





City, Zone State 





PLEASE PRINT CLEARLY 





r--_-------- 
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MYADEC 


ehelps to prevent or correct certain vitamin deficiencies 
esupplies various minerals normally present in body tissue 
Kach MYADEC Capsule provides: Vitamins: Vitamin By erystalline— 
5meg.; Vitamin Bg (riboflavin)—10 mg.; Vitamin Bg (pyridoxine 
hydrochloride)—2 mg.; Vitamin B, mononitrate—10 mg.; Nicotinamide 
(niacinamide)—100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vita- 
min A—25,000 units (7.5 mg.); Vitamin D—1,000 units (25 meg.): 
Vitamin E (d-alpha-tocoplieryl acetate concentrate)—5 1.U.; Minerals 
(as inorganic salts): lodine—0.15 mg.; Manganese —1| mg.; Cobalt 
—(.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; [ron—15 me.: 
Copper—1 mg.: Zinec—1.5 mg.; Magnesium—6 mg.; Caleium—105 


mg.; Phosphorus — 80 mg. PA 
a - R - 
Supplied: Bottles of 30, 100, and 250. us. Lo tate sac 












































~ ae 


a ae ee 


a 





| 
i) 
-k 
|! 








iron utilization improves the picture 


In the “secondary’’ anemias due to chronic disease or infection, iron alone is often ineffective 
since its utilization is impeded by pecans bone marrow activity. However, RONCOVITE®-MF 
(cobalt-iron) has proved notably effective in these iron-refractory anemias’’* because of the 
unique marrow-activating effect of cobalt-created erythropoietin, the hormone which controls 
the rate of erythropoiesis. Thus, RONCOVITE-MF improves iron utilization and produces rapid 
increases in hemoglobin and red blood cell formation.** 

Each tablet contains: Cobalt chloride, 15 mg. (c obalt as 

Co, 3.7 mg.) and ferrous sulfate exsiccated, 00 mg « RONCOVITE mf 
(1) Weinsaft, P. P., and Bernstein, L. H. T.: Am 

230:264, 1955. (2) Gosselin, G., and Long, L. A ppl. The 

2:453, 1960. (3) Rohn, R. J.; Bond, W. H., and Klotz 


Journal-Lancet 73:317, 1953. (4) Center, W. M.: Clin. Me ‘E LLOYD BROTHERS, INC. 


7:713, 1960. v-ora-6s 019-8 Cincinnati 29, Ohio 





weumerelenr 
whipping 
the bowel 


Tablets 


* 
For recurrent or chronic constipation in patients of-all ages. 
A peristaltic stimulant acting through the blood stream spe- 
cifically upon the intramural myenteric plexus of the colon. 
Motility of the small bowel not affected. Evacuation within 
6 to 12 hours without cramping or griping. Each scored tablet 
contains 75 mg. of 1,8 dihydroxyanthraquinone. 





with 
added 
stool- 
softening 
effect 


® 


Orange and Black Capsules 


A dual-purpose bowel evacuant, combining 
the stool-softening effect of dioctyl sodium 
sulfosuccinate (50 mg.) with the non-griping 
peristaltic stimulation of Dorbane (25 mg.) in 
each capsule. This combination brings relief 
in “‘hardstools”’ constipation or fecal impaction. 
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for 
extra 
potency 


® 
Orange and Gray Capsules 
The advantages of Dorbantyl in double- 
strength potency for convenience and econ- 
omy. Especially useful in geriatric practice and 
in patients recalcitrant to ordinary laxatives 
through prolonged use or habituation. 


we Northridge, California 



































When signs and symptoms refuse to fall into place, the C.R.P.A. test 
accurately indicates inflammatory and necrotic diseases. A simple office 
procedure taking less than two minutes to set up and perform, the 
C.R.P.A. test can be used prior to other tests to determine the necessity 
for an erythrocyte sedimentation rate or SGO-T level. 

Unlike the ESR or SGO-T level, a C.R.P.A. test demonstrates no 
variability in normal values. It is influenced only by the C-reactive protein 
in the patient’s blood. A positive reaction always indicates pathology ;! 
no false positives have ever been reported. 

The C.R.P.A. test is a consistently constant indicator of acute myo- 
cardial infarction,'-° acute rheumatic fever,!*-!2 active widespread malig- 
nant disease,}-*7-12.13 and bacterial infections,!5.7-14 


for routine blood chemistry 


The reliability of the C.R.P.A. test makes it invaluable 
in differential diagnoses and routine work-ups. It may 
be used to deny or confirm ESR and SGO-T readings. 
Because it is so sensitive it can mark the progress of 
the disease and measure the effectiveness of therapy.1.15 


References: 1. Editorial: J.A.M.A. 160:672 (Feb. 25) 1956. 2. Levinger, G. L.; Levy, H., and Elster, S. K.: Ann. Int. 
Med. 46:68, 1957. 3. Kroop, |. G., and Shackman, N. H.: Am. J. Med. 22:90, 1957. 4. Kroop, |. G., and Shackman, 
N. H.: Proc. Soc. Exper. Biol. & Med. 86:95, 1954. 5. Shubin, H.; Glaskin, A., and Heiken, C. A.: Tuberc. 15:62, 1955. 
6. Lesner, S., and Volk, B. W.: New York J. Med. 56:2665 (Sept. 1) 1956. 7. Roantree, R. J., and Rantz, L. A.: A.M.A. 
Arch. Int. Med. 96:674, 1955. 8. Goldner, F., and Meador, C.: South M. J. 48:1339, 1955. 9. Hedlund, P.: Acta med. 
scandinav. supp. 196:579, 1947. 10. Shackman, N. H.; Heffer, E. T., and Kroop, |. G.: Am. Heart J. 48:599 (Oct, 13) 
1954. 11. Boland, E. W.: California Med. 82:65, 1955. 12. Knights, E. M., Jr.; Hutchins, M.; Morgan, E., and Ploompuu, 
J.: J.A.M.A. 162:9 (Sept. 1) 1956. 13. Shetlar, M. R.; Bullock, J. A.; Shetlar, C. L., and Payne, R. W.: Proc, Soc. Exper. 
Biol. & Med. 88:107, 1955. 14. Ruggieri, P. A.: J. M. Soc. New Jersey 52:500, 1955. 15, Dodd, K.: Mississippi 
Doctor 33:59, 1955. Complete literature and bibliography available on request. 


Schioffelin e Ge./ Pence 4794 Pharmaceutical Laboratories Division, New York 3 





POSTGRADUATE MEDICINE 








FASHION SAYS PURPLE... DANDRUFF SAYS WHITE! She could just cry, 
she’s so miserable. Purple is the big color this year and it would go so well with her 
hair—but not with her dandruff. When will she learn that a scalp problem is a 
medical problem? Probably never...unless you tell her yourself. Why not give her 
some friendly medical advice...and a prescription for Selsun? You can count on 
her gratitude just as surely as you can count on good results ‘ T 
with Selsun. Remember: Selsun is effective in 95% of your SELSUN 
patients with seborrheic dermatitis. (And that includes SUSPENSION 

the man in the blue suit in your waiting room right now.) STG Mie tor eeeom 












































2 iberol Filmtabs a day supply: Pyridoxine Hydrochloride..... 3 mg. 


The right amount of Iron Calcium Pantothenate........ 6 mg. ; 
Ferrous Sulfate, U.S.P...... 1.05Gm. pjus vitamin C 

(Elemental Iron—210 mg.) Ascorbic Acid...........+. 150 mg 
Plus Therapeutic B-Complex 
Cobalamin (Vitamin By2).... 25 mcg. _ Filmtab—Film-sealed tablets, Abbott 
Liver Fraction 2, N. F........ 200 mg. NOTE: Iberol®-F with 1 mg. of Folic Acid 
Thiamine Mononitrate........ 6 mg. in each Filmtab is available on your 
eee 6mg. Prescription. 


Nicotinamide. .......cccceee 30 Mg. ©1963, aswort LasorATORIEs 105018 


ABBOTT 


Anemia of pregnancy 


Another indication for Filmtab® IBEROL 


(Iron, Vitamin Bi2, and Other Vitamins, Abbott) 


Potent antianemia therapy plus therapeutic B-complex, in the exclusive 


Filmtab coating which protects stability—locks in vitamin taste and odor. 








pork 
















proper place... 


in the daily diet 


The average serving of 100 gm. of lean pork provides 
a modest 250 calories,,) 










Compare the fat content of lean pork with that of 
other lean meats. 


Pork outranks other high-protein foods in its .con- 
tribution of thiamine,g)) 


Pork provides an important amount of other B vita- 
mins 


Pork contributes significant amounts of the essential 
minerals, iron, copper and phosphorus, 


WE PAO EE eos Law een 


magnesium and potassium, supplied in 
a form that the body can use readily. 


penning 


ha 


. Leverton, R.M., and Odell, G.V.: The Nutritive Value 
of Cooked Meat, Oklahoma Agricultural Experiment 
Station, Oklahoma State University, Miscellaneous 
Publication MP-49, 1958, 


\ Use PORK—to tempt jaded appetites 
/ 





The nutritional statements made in this advertisement have been reviewed by the 
Council on Foods and Nutrition of the American Medical Association and found 
consistent with current authoritative medical opinion 


AMERICAN | MEAT | INSTITUTE 





MAIN OFFICE, CHICAGO e MEMBERS THROUGHOUT THE NATION 
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ONVENIENT, LONG-ACTING¢C 


certain 


meprobamate, Wyeth 








11:30 P.M. 


e average adult daily dose is 1 capsule twice a day although a dosage range up to 2 capsules twice a day may be required 
certain patients. Supplied: 400 mg. capsules. 


further information on limitations, administration and prescribing of EQUANIL L-A, see descriptive literature or current 
ection Circular. Wyeth Laboratories Philadelphia 1, Pa. 
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effective 
therapy 
in the 
critical 
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assengill Powder 


The buffered acid vaginal douche with low surface tension 


The normal pH of the vagina (3—4.5) inhibits the growth of most 
pathogens, but several factors such as menstruation and vaginal in- 
fections may cause the vaginal pH to rise. . . thus promoting greater 
growth of pathogens. 


A simple acid douche will restore normal vaginal pH, but it is quickly 
neutralized by the alkaline mucosa and pH rises again. An effective 
therapeutic agent must be buffered to maintain the pH for several 
hours and must also be able to penetrate the folds of the vaginal 
mucosa for effective cleansing. 


FORMULA: Ammonium Alum, Boric Acid, Phenol, Eucalyptol, 
Berberine, Menthol, Thymol and Methyl] Salicylate. 
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A Massenegill Powder douche 


provides effective therapy 


because it: 


RESISTS NEUTRALIZING 


The buffered acid douche solution of Massengill 
Powder (pH 3.5-4.5) resists neutralizing. And 
this normal, low pH is maintained for 4 to 6 hours 
in ambulant patients . . . and as long as 24 hours in 


recumbent patients. 


INHIBITS PROPAGATION OF PATHOGENS 


Low pH of Massengill Powder solution inhibits 
propagation of monilia, trichomonas vaginalis and 
pathogenic bacteria while simultaneously _pro- 


moting growth of beneficial Déderlein bacilli. 


PENETRATES VAGINAL MUCOSAL FOLDS 


Low surface tension of Massengill Powder solution 
is 50 dynes/cm. (vinegar is 72 dynes/cm.). This 
enables it to penetrate and cleanse folds of the 
vaginal mucosa. And this low surface tension makes 
cell walls of infecting organisms more susceptible 


to therapy. 


WON’T DEVELOP RESISTANT STRAINS 


Because normal pH is restored, normal environ- 
ment is created . . . pathogens can’t thrive . . . re- 


sistant strains can’t develop as with antibiotics. 


IS ACCEPTABLE TO PATIENTS 


Clean, refreshing fragrance of Massengill Powder 
is acceptable to the most fastidious. Solutions are 
easily prepared, convenient to use, nonstaining . . . 
also mildly astringent and soothing to inflamed 


mucosa. 


Write for samples and literature 


THE S. EE. Mi assencite COMPANY 
BRISTOL, TENNESSEE 
KANSAS CITY « NEW YORK « SAN FRANCISCO 





Corticotherapy 


in 
brief 


Disease: 


Rheumatoid 
arthritis 


Use of oral Medrol: 


In severe or moderately 

severe cases, initial dosage of 
Medrol tablets is 8 to 16 mg. 
daily; maintenance dosage 
ranges from 4 to 12 mg. daily, 
adjusted stepwise every 5 to 

10 days in accordance with 
response. In children, and 

also in adults with moderate 
disease, both initial and 
maintenance dosage is Medrol 

4 to 8 mg. daily. 

“It [methylprednisolone] is 
potent and displays a slightly 
improved ‘safety’ record, showing 
a reduced frequency of disturbing 
side-effects as compared with 


the other steroids.” 
Neustadt, D. H.: J.A.M.A.170:1253 (July 11) 1959. 


Medrol 


Indications and effects 

Medrol benefits (anti-inflammatory, 
antiallergic, antirheumatic, 
antileukemic, antihemolytic) have 
been demonstrated in acute 
rheumatic carditis, rheumatoid 
arthritis, asthma, hay fever and 
allergic disorders, dermatoses, blood 
dyscrasias, and ocular inflammatory 
disease involving the posterior segment. 
Precautions and contraindications 
Because of Medrol’s high 

therapeutic ratio, patients usually 
experience dramatic relief without 
developing such possible steroid side 
effects as gastrointestinal intolerance, 
weight gain or weight loss, edema, 
hypertension, acne, or emotional 
imbalance. 

As in all corticotherapy, however, 
there are certain cautions to be 
observed. The presence of diabetes, 
osteoporosis, chronic psychotic 
reactions, predisposition to 
thrombophlebitis, hypertension, 
congestive heart failure, renal 
insufficiency, or active tuberculosis 
necessitates careful control in the use 
of steroids. Like all corticosteroids, 
Medrol is contraindicated in patients 
with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s 
syndrome, herpes simplex keratitis, 
vaccinia, or varicella. 

Each tablet contains: Medrol 
(methylprednisolone).........- 2, 4, or 16 mg. 
Morel is supplied as 2 . tablets in bottles of 30 


and 100; as 4 mg. tablets in bo*tles of 30, 100 and 500; 
and as 16 mg. tablets in bottles of 50. 


COPYRIGHT 1961, THE UPJOHN COMPANY 


*Trademark, Reg. U. S. Pat. Off. 
The Upjohn Company, Kalamazoo, Michigan 
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a course of 
Anabolic Therapy... 














stimulates appetite, 
strength, vitality 







builds vital protein tissues — 







improves mood 


Muscle’ and outlook, 
increased size and strength physiologically 
Bone” 


combats demineralization, 
rebuilds stroma 


Durabolin 


(nandrolone phenpropionate injection, Organon) 


the safest and most potent sustained anabolic therapy 


1. virtually free of virilizing effects 3. under your direct control 
2. sustained over 7-14 days 4. no adverse effect on liver function 


to improve mood and outlook; restore appetite strength and vitality; relieve pain; stimulate 


gain in solid muscular weight; hasten recovery. Your patient feels better because he is better. 


Indications: anorexia, chronic fatigue and post- (box of 3). New Durabolin-50 (50 mg. nan- 
viral debility, osteoporosis, mammary cancer, drolone phenpropionate/cc.) in 2-cc. vials. 
= aah 7 > « « © 

= and pom nae — burns and trauma, 1. Osol, A. and Farrar, G. E., Jr.: The Dispensatory of the 

and other catabolic conditions. Dosage: Adults: U.S.A., ed. 25, J. B. Lippincott, Philadelphia, 1955, p. 1392. 
. “ 2. Best, C. H. and Taylor, N. B.: The Physiologic Basis of 

50 mg., 1.m.,; then 25 to 50 mg., 1.m., weekly for Medical Practice, ed. 7, The Williams and Wilkins Co., 

twelve weeks. Children: 2-13 years—25 mg., i.m., Salimers, S561, p. TIO4. 


every 2 to 4 weeks. Infants: half children’s dose. , 
Supplied: DURABOLIN (25 mg. nandrolone phen- Organong Organon Inc., W. Orange, N. J. 
propionate/cc.) in 5-cc. vials and 1-cc. ampuls 
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BECAUSE POOR DIABETIC CONTROL 
INCREASES THE THREAT OF VASCULAR 
COMPLICATIONS IN DIABETES?’?. CONSIDER 
DIABINESE FIRST FOR ADEQUATE AND 
CONTINUOUS ORAL CONTROL 








Oral therapy with DIABINESE can help assure 
more adequate blood-sugar control in many 
maturity-onset diabetics, including certain pa- 
tients now poorly controlled by diet alone, 
some patients on insulin, and many who escape 
control on previous oral therapy. 


Diabinese and diet 


In patients with maturity-onset diabetes whose 
blood sugar remains elevated despite weight 
and/or caloric control, DIABINESE is frequently 
effective in doses of 100 to 250 mg. a day. Fur- 
ther, unlike insulin, DIABINESE has not been 
reported to increase appetite, and residual 
capacity for endogenous beta cell activity is 
stimulated. Thus, DIABINESE combined with 
dietary regulation will often ensure more satis- 
factory control than ‘‘diet alone.’’ 


Diabinese and the 
Insulin patient 


DIABINESE has proved to be an effective replace- 
ment for insulin among maturity-onset pa- 
tients needing 40 units or less per day. This 
application of DIABINESE is especially valuable 
in patients who should not be exposed to the 
hazards and inconvenience of self-administered 
injection —those with poor eyesight, the infirm 
and elderly, and the emotionally disturbed. 
Transfer from insulin to DIABINESE in proper 
dosage lessens the risk of hypoglycemia, and may 
enable certain patients to resume occupations 
where insulin shock is considered dangerous. 
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In selected patients in whom insulin require- 
ments have become quite high, combined ther- 
apy with DIABINESE sometimes permits reduc- 
tion of insulin dosage and helps to improve 
control.? Patients with insulin resistance may 
sometimes be similarly helped by replacement 
of part of the daily insulin dosage.* 


Diabinese from the start 


Continuous control in suitable candidates for 
sulfonylurea therapy is more likely to be 
achieved with DIABINESE. According to the 
A.M.A. Council on Drugs,’ observations indi- 
cate that ‘‘on an equivalent dose and blood 
level basis, chlorpropamide has a somewhat 
greater therapeutic effect than has tolbuta- 
mide.’ This therapeutic superiority is reflected 
in the results of clinical observations like those 
of Fineberg,® who compared the effect of 
DIABINESE in 50 patients with the effect of tol- 
butamide in 35 patients. He concluded that 
‘‘chlorpropamide produced satisfactory con- 
trol of the diabetes in almost twice as great a 
percentage (76 versus 43 per cent) of patients 
than did tolbutamide, and excellent control in 
more than twice as great a percentage (74 
versus 31 per cent).”’ 


1. Johnsson, S.: Diabetes 9:1, 1960. 2. El Mahallawy, 
M. N., and Sabour, M. S.: J.A.M.A. 173:1783, 1960. 
3. Editorial: Brit. M. J.1:188, 1961. 4. Duncan, L. J. P., 
and Baird, J. D.: Pharmacol. Rev. 12:91, 1960. 5. A.M.A. 
Council on Drugs: New and Nonofficial Drugs, 1961, 
Philadelphia, Lippincott, 1961, p. 657. 6. Fineberg, 
S. K.: J. Am. Geriat. Soc. 8:441, 1960. 
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FOR MAXIMUM ASSURANCE OF CONTINUOUS 
BLOOD-SUGAR CONTROL 


1 \ ® the oral antidiabetic 
Diabine se most likely to succeed 


economical once-a-day dosage 











IN BRIEF \ 


DIABINESE, a potent sulfonylurea, provides not encountered frequently on presently recom- 
smooth, long-lasting control of blood sugar per- mended low dosage. There have been, however, oc- 
mitting economy and simplicity of low, once-a-day casional cases of jaundice and skin eruptions pri- 
dosage. Moreover, DIABINESE often works where marily due to drug sensitivity; other side effects 
other agents have failed to give satisfactory control. which may be idiosyneratie are occasional diarrhea 


(sometimes sanguineous) and hematologic reactions. 
Since sensitivity reactions usually occur within the 
first six weeks of therapy, a time when the patient 
is under very close supervision, they may be readily 
detected. Should sensitivity reactions be detected, 
DIABINESE should be discontinued. 


INDICATIONS: Uncomplicated diabetes mellitus 
of stable, mild or moderately severe nonketotic, 
maturity-onset type. Certain “brittle” patients may 
be helped to smoother control with reduced insulin 
requirements. 


ADMINISTRATION AND DOSAGE: Fawmiliar- PRECAUTIONS AND CONTRAINDICATIONS: 
ity with criteria for patient selection, continued If hypoglycemia is encountered, the patient must 
close medical supervision, and observance by the be observed and treated continuously as necessary, 
patient of good dietary and hygienic habits are usually 3-5 days, since DIABINESE is not significantly 
essential. metabolized and is excreted slowly. DIABINESE as the 


sole agent is not indicated in juvenile diabetes mel- 
litus and unstable or severely “brittle” diabetes 
mellitus of the adult type. Contraindicated in pa- 
tients with hepatic dysfunction and in diabetes 
complicated by ketosis, acidosis, diabetic coma, 
fever, severe trauma, gangrene, Raynaud’s disease, 
or severe impairment of renal or thyroid function. 
DIABINESE may prolong the activity of barbiturates. 
An effect like that of disulfiram has been noted when 
patients on DIABINESE drink alcoholic beverages. 


Like insulin, DIABINESE dosage must be regulated to 
individual patient requirements. Average mainte- 
nance dosage is 100-500 mg. daily. For most patients 
the recommended starting dose is 250 mg. given 
once daily. Geriatric patients should be started on 
100-125 mg. daily. A priming dose is not necessary 
and should not be used; most patients should be 
maintained on 500 mg. or less daily. Maintenance 
dosage above 750 mg. should be avoided. Before 
initiating therapy, consult complete dosage infor- 


mation. SUPPLIED: As 100 mg. and 250 mg. scored chlor- 
techs at - : : propamide tablets. 

SIDE EFFECTS: In the main, side effects, e.g., 

hypoglycemia, gastrointestinal intolerance, and neu- More detailed professional information available on 
rologie reactions, are related to dosage. They are request. 
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For easier relief 
of fecal impaction 


FLEET® 
OIL RETENTION 
ENEMA 


READY-TO-USE SQUEEZE BOTTLE 


When impaction requires fecal soft- 
ening, Fleet Oil Retention Enema 
permits easy, rapid administration... 
without inconvenience or messiness 
of old-style procedures. Insertion is 
made safe with pre-lubricated, ana- 
tomically correct 2-inch rectal tube. 


FLEET’ 
Ol, RETENTION 


ENEMA 


*FADY.O.use squeeze. som! 
PRE-Lupricaren necTat TUE 


SMTAINS. tMinerst Ov u.S.P- 17,5 
"et rectal sdmintetration ** 


© eas impections, or an dred OO 


Dee vicer co 
{yachburg, Virgia'®. : 
Ready-to-Use Squeeze Bottle contains: 
4'% fl.oz. Mineral Oil U.S, P. 


ONE © IAF jd Mt a olf fat OX O REY / | 2 
Lynchburg, Virginia 
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do all 
‘ A ECG servicemen P 





carry the ft \ 
> same tools? 





Perhaps they do. . . if you consider their ‘‘tools’”’ to be only soldering irons, 
spare components, milliammeters and the like. But what about their train- 
ing, experience, and personal interest in your satisfaction? 


The men who service Sanborn electrocardiographs are qualified technicians 
— highly skilled and experienced in medical electronics. Their training and 
experience are important; but important, too, is their direct, personal in- 
terest in providing every Sanborn owner with competent, prompt, respon- 
sible service. 


It’s a ‘service tool’’ well worth remembering the next time you buy an 
electrocardiograph. 


MEDICAL DIVISION 


SVs AN BOR WN 


17S Wyman St., Waltham 54, Massachusetts 
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Two weeks on new 
DESBUTAL?® Gradumet® 
can mean the start of a 
new life for this depressed 
obesity patient 


Can anything truly take the place of 
will-power in obesity control? The ques- 
tion properly answers itself. 

Yet the practical fact is this: the com- 
pulsive eater often is a casualty of many 
diets sincerely begun, and abjectly dis- 
carded. What she lacks is not the “will” 
to lose weight—this may be the most 
pressing need in her life; she lacks the 
conviction that anything can change the 
pattern of her dietary failures. 

Here is where Desbutal Gradumet can 
make a critical difference in treatment. 
The product combines Desoxyn® (a 
stimulant) and Nembutal® (a sedative). 
Is this a contradiction of effects? In 
practice, quite the opposite. Each drug 
complements the other. Typically, only 
unwanted effects are cancelled. The mood 
brightens, but euphoric ‘‘peaks’’— 
jitters—simply don’t occur. Steadily, 
surprisingly, appetite diminishes. The 
patient feels, perhaps for the first time, 
that she’s going to win this diet. 

In the Gradumet vehicle, therapy is 
refined even more. The patient takes a 
single Gradumet in the morning. Within 
seconds, the Gradumet release process 
begins. Throughout the daytime hours, 
the patient is receiving the drugs at a 
controlled rate. There are no forgotten 
doses, no midafternoon letdown. One 
dose, all day. For complete indications, 
precautions, dosage, etc., send for the offi- 
cial literature. 


Your Abbott man has samples of 
both Desbutal 10 and 15. Check 
with him. The new Gradumet form 
may be the answer for the patient 
who can’t—or won’t—stay on 
medication. 


ABBOTT 
























a "Safe & Sound 


Sleep is safe as well as sound with Doriden. Because 5 years of clinical experience have proved 
its wide margin of safety, Doriden has become the most widely prescribed nonbarbiturate 
sedative. In contrast to barbiturates, there’s no need to restrict Doriden in the presence of 
renal or hepatic disorders. And Doriden rarely, if ever, causes respiratory depression; it is well 
tolerated by the aged and debilitated. All the benefits of safe and sound sedation come with 
a prescription of Doriden. For complete information about Doriden (including dosage, cav- 
tions, and side effects), see 1961 Physicians’ Desk Reference or write CIBA, Summit, N. J. 20 
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